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Recent Trends 


in Nursing and Nursing Education’ 


Annie W. Goodrich, R.N. 


Ir was indicated to me that you would like me to 


address you on the grading of schools of nursing. This, 
I hesitated to do because I am not a member of the 
Committee on the Grading of Schools of Nursing. llow- 


ever, no one concerned with nursing and nursing educa- 
tion can fail to be interested in the purpose of that 
committee and the conditions which led to its creation. 
While I cannot attempt to discuss the details of the 
plan, I can, perhaps, make clearer what has brought 
about the undertaking. For, as one who remembers 
almost the inception of nursing education in this coun- 
try, I should have a consecutive and vivid picture of 
My professional train- 
after the inauguration 
and since that time, | 


the changes that have occurred. 
ing began only seventeen years 
of the first professional school, 
have been quite intimately in touch with the growth 
and development of schools of nursing. 

I must admit, however, that the statistics that ap- 
peared in the March issue of the Journal of the Ameri- 
can Medical Association were to me most astonishing. 
I had not grasped the extraordinary growth of hospitals 
and hospital schools of nursing during the past thirty 
years. (Schools, 2,155; 1,814 approved; total beds, 
299,940.) 

I was hardly less astonished to note the large num- 
ber of that did 
nursing (5.261 with 404,983 beds). 


institutions not maintain schools of 
The increasing em- 
ployment of graduate nurses that this indicates is, | 
think, one of the most encouraging aspects of a situa- 
tion that seems to be as complex and harassing as have 
been the problems of the nursing care of the sick, since 
my earliest association with the field. 

In fifty years, or to be accurate, fifty-four, outside 
of the schools, various branches have been developed and 
are now well established expressions of community 
nursing service. Mentioning these branches in the 
larger grouping, the first in the field was the private- 
duly nurse. We are now so accustomed to the demand 
for such service that we are surprised when we hear 
that such a demand is still to be created in many coun- 
tries in Europe to say nothing of Asia. 

Then followed the institutional nurse, and lastly 
: “Read at the convention of the New England Conference of 
the Catholic Hospital Association, at St. Mary’s Hospital, Water 
bury, Conn., Sept., 1927. Miss Goodrich is Dean of Yale Univer- 


sity School of Nursing. 





the public-health nurse. The still quite small number 
in the two last-mentioned fields points clearly to the 
recency of their creation, and the need of their develop- 
ment into either a numerically stronger group or some 
organization that more universally will disseminate 
their contribution. 

[ should like to drop, if I may, for the moment 
the expansion of the professional service, for as we all 
itself 
specializations, and speak of the developments that have 


know it now divides into many branches or 
taken place in the schools of nursing or nursing educa- 
tion during this same period. 

[ think it would be correct to state that thirty years 
ago, or when I received my professional preparation, 
the technical procedures in nursing were quite unstand- 
ardized. The preparation of the nurse in the compara- 
tively few then-existing schools depended generally on 
the teaching ability, and the time for such teaching of 
a head nurse, who was herself a senior, possibly only a 
junior in the school. I think, myself, it is exceedingly 
interesting and rather marvelous that the present fairly 
standardized technic under the conditions then and even 
I recall 
in 1906 tabulating for a committee, of which Miss 
Adelaide Nutting was chairman, the information re- 


now existing, should have proceeded so rapidly. 


lating to the number of instructors, exclusive of admin- 
The 


number of schools that had more than one person who 


istrators, in schools of nursing in this country. 


could be so designated could have been counted on the 
fingers of one hand. 

The efforts of the profession to standardize nursing 
education through state registration, supervision, and 
direction of schools, has been, as we all know, a great 
factor in attacking this problem alone, for it brought 
with it the requirement of examinations for registra- 
tion, which in turn necessitated definite instruction in 
the various subjects, and forced the increase in the 
number of instructors. Yet as late as 1914 there were 
schools, and I am afraid there still are, where the total 
number of graduates did not exceed three, one of whom 
think we 


impression that all schools now enter their students not 


would be called the instructor. 1] have the 
more than twice a year and that they give them a 
But 
is that a correct assumption, and if not, should it be? 


preliminary, or preclinical, period of instruction. 
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There is no doubt that the majority of schools, at 
least I believe I am correct in so asserting, now provide 
for all of their students an experience in surgical and 
medical nursing,: obstetrics, and pediatrics. But one 
hesitates as one makes the assertion relating to the last 
experience, namely, pediatrics. And yet there is no 
more important subject to be included in the basic pro- 
fessional preparation. 

The educational qualifications of the students 
thirty years ago were hardly a matter of consideration, 
not because it was not important, but because it was 
not the basis of determination as to a student’s suit- 
ability for the profession. Maturity, culture, and ability 
were qualifications emphasized, and very rightly, and 
an adherence to such a selection, undoubtedly obtained 
a somewhat similar result, but a selection on that basis 
can hardly be hoped for if 2,155 hospitals are dependent 
upon the student body for the nursing care of the sick. 
Selection ceases to be possible and results in the accept- 
ance of students immature and limited from an educa- 
tional standpoint. I am mentioning quite briefly and 
superficially items of great importance in the growth 
and development of a profession that has now very 
definitely found its place in the social structure, and 
whose potential value with the developments in the field 
of science are seen to be ever increasing, and may be 
justly characterized as of profound importance. 

To me it seems that the Grading Committee has 
come into existence at one of those milestones in the 
history of professional advance which mark as impor- 
tant a stage of its growth in relation ,to its future 
efficiency, as did the first school of nursing established 
in 1873, or as did the department of nursing education 
then called “Nursing and Health” at Teachers’ College, 
Columbia University, in 1910. One established the 
undergraduate professional course; the other the gradu- 
ate work for a sound foundation in the sciences and 
teaching methods. It is of interest to note in this con- 
nection that the establishment of this graduate course 
came in the early days of a college that might be said 
to be doing pioneer work in various fields of education, 
holding that there was a science of administration and 
that there were principles of education which should 
be mastered by those conducting schools whether for 
children or adults. Such schools as the school of jour- 
nalism or the school of business had not been established 
at Columbia, nor had they, I think, been developed in 
any of the leading universities of the country. In other 
words, nursing education was almost in the vanguard, 
it seems to me, in seeking professional preparation for 
its educators. The result has been the rapid promotion 
of professional preparation on a much sounder basis, 
and this in spite of the handicap of schools firmly 
intrenched in the apprenticeship system. 

There are great assets in the apprenticeship system, 
and despite all of its difficulties, I, for one, am of the 
opinion that on the whole the assets are in favor of 
approaching our problem through a method which gives 
intimate, prolonged, and very vivid contact with the 


actual problem, as expressed in the actual nursing care 
of the sick. Certain it is that this method proves our 
case. Whether we deal with the care of the sick in 
the hospital or the care of the sick in the homes, whether 
the care be rendered by students or graduate nurses, 
through a brief visit or a 24-hour service, the result has 
justified the means. That is to say, the community 
demands more and more of the product, and the ques- 
tion always before us is not the doing away with this 
particular public servant, but how to increase her, both 
quantitatively and qualitatively—how, in short, to meet 
more adequately the demands of the community for her 
service. Only such intensive and comprehensive study 
as is proposed by the Grading Committee can give us 
the answer. 

The questions before us are: Is the shortage due 
to distribution or numbers? Are the limitations due to 
too many schools or too few? Do we need more teachers, 
or do we need fewer and better prepared teachers? Is 
the contribution of nurses one that justifies a sounder 
educational foundation, or should the emphasis be placed 
on technical skill? Because of the length of the period 
that I have been in the field, and a rather unusually 
varied experience, I find myself awaiting eagerly the 
findings of this committee with a not unnatural hope 
that certain answers will be forthcoming. 

I do not think, in fact, that we should wait for 
the report of this committee. We are, and will be 
probably continuously, indebted to them for outputs 
which will keep us in touch with such of their findings 
as can be presented immediately. Probably all of you 
are familiar with one of the first contributions—the 
paper by Miss Geister on “Hearsay and Facts in Private 
Duty,” which appeared in the July, 1926, issue of the 
American Journal of Nursing. This presented very 
clearly several important and somewhat disconcerting 
facts : 

1. That a very large percentage of private-duty 
nurses were planning to leave the field. 

2. A still more serious revelation, that private- 
duty nursing was a seasonal occupation and that at 
times very large numbers of nurses were unemployed. 

3. That the yearly income compared to other 
forms of nursing and many other occupations was low. 

1. That the dissatisfaction of the women in the 
field related to the working hours of service, which 80 
per cent reported as 12, anc 18 per cent as 24. It is 
of interest, I think, to recall to our minds that the 
majority of those who stated they were planning to 
leave the field were not doing so because of concern in 
relation to their incomes but because of the irregularity 
of their employment, and the length of the working day. 

[ mentioned as a good sign the fact that many 
hospitals were now in existence that did not maintain 
schools of nursing. If the shortage of nursing service 
is due rather to faulty distribution than lack of num- 
bers, it is obvious that the excuse for the organization 
of new schools is no longer valid. It also points to the 
possibility of supplementing the shortage in the hos- 
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pitals maintaining schools by a graduate staff. The 
hospitals that have found it possible to raise a budget 
for a nursing service of this sort, should be of great 
assistance to those institutions that have depended 
wholly upon the student body. There can be no ques- 
tion as to the asset of a student body. I am also of 
the opinion that the small hospital as a teaching field 
has distinct assets, provided only that the educational 
program is soundly developed. 

[ am eagerly hoping that the schools of nursing 
in some state, one of the small states preferably, will 
be interested in coming together for an experiment in 
a central school of nursing, that will point the way to 
schools and institutions throughout the country for a 
more rapid centralization of nursing education, without 
waiting for the report of any committee. As you are 
aware, there are several experiments in such centrali- 
zation now going on, one example of which is the one 
at the University of Minnesota. The University of 
Minnesota, I think I am correct in stating, last year 
enrolled 500 students for a rotated experience in four 
different hospitals, two in Minneapolis and two in St. 
Paul. 

I shall not take the time to discuss in detail the 
various plans on which these central schools are run. 
What I desire to emphasize more especially is the im- 
portance of a sounder scientific foundation for all prac- 
titioners of nursing, regardless of the particular branch 
which they enter, a far more assured and complete 
knowledge of technical procedures, but above all an 
awareness of the importance of the development of good 
habits of life, whether expressed in behavior or in nu- 
trition ; and that the most possible period for instilling 
such habits is during the first few years of life. 1 think 
that we should look upon the various achievements 
of nurses in the public field as a demonstration of what 
might be universally achieved if every man, woman, 
and child could be reached and rightly directed. That, 


you say, is an ideal impossible of realization, but is it? 

I was very much interested in studying the statis- 
tics presented in the journal I have mentioned in rela- 
tion to the ratio of nurses to population. I was inter- 
ested indeed to make a rough graph of this, and to find 
that while the ratio in Connecticut was not what we 
would like it to be, nevertheless, Connecticut stood 
among the first ten. You know, or if you do not, I am 
sure you will be informed by Dr. Winslow that Con- 
necticut can boast of having the largest number of 
public-health nurses to her population. I would believe 
that these two items in the public-health program, that 
is to say, the ratio of nurses to population and the ratio 
of public-health nurses to population, evidenced quite 
clearly the educational- work that has been persistently 
carried on during the past possibly two decades, in a 
very great measure I should suppose influenced if not 
emanating from the department of public health of Yale 
University. 

There are other and not less tangible, and even 
more important evidences of the result of such a pro- 
gram as has been developed. You are all familiar, I am 
sure, with the steady, unceasing decline of contagious 
diseases. Diphtheria is one of the outstanding exam- 
ples. It is true that this might be ascribed to the dis- 
covery of serums, but there is a considerable educational 
program required before the public universally sub- 
scribes to the use of serums. Furthermore, almost every 
day changes the situation in relation to new scientific 
dliscoveries. 

What is going on in the field of science is so mar- 
velous as to take away one’s breath if one can in any 
measure grasp it. What I am pleading for is the inti- 
mate association with science by this link in the health 
chain called the nurse that will enable her to disseminate 
throughout the community and in understandable terms 
the latest findings of science in relation to health. 


We have seen, to continue the examples of positive 
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THE PROPOSED NEW ST. JOSEPH’S RESEARCH HOSPITAL, MILWAUKEE, WIS. 
E. Brielmaier and Sons, Architects. 
A campaign is now in progress to assist the Franciscan Sisters in erecting this $3,000,000 hospital. The plan shows the cut-back type of 


‘building designed to admit the maximum amount of sunlight. There will be seven stories and a basement. 


In 1929 the Franciscan Sisters will have completed 50 years of service in Milwaukee. (See Page 126 of -this issue.) 
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results, here a community with a very high infant mor- 
tality, let us say 181 per 1,000 births, there a community 
with an infant mortality of let us say 50 per 1,000 
births. Somewhere between these two, if I remember 
correctly, Connecticut stands (New Haven, 70 for the 
week ending September 17). May I in this connection 
note that for the ‘year 1925 the State of Washington 
reported the lowest infant mortality for its several cities 
«—Seattle, 45; Tacoma, 44. I think one of the most in- 
teresting illustrations of the relation of the nurse to a 
falling infant mortality is the graph presented of that 
mining district in Quebee which showed that within a 
comparatively few months two nurses had immeasurably 
lowered infant mortality. 

There are other, perhaps not quite so obvious but 
equally important, changes which such work as has been 
established can show. They may, it seems to me, all 
as yet be classed as demonstrations ; but demonstrations 
of so convincing a nature that one is intolerant of a 
continued postponement of the type of education for 
the nurse which enables her to make a health contribu- 
tion, as I have said before, regardless of the particular 
field in which she finds herself. 

It is almost impossible for me in discussing this 
not to mention the program we are trying to carry out 
in New Haven. We are not primarily interested in 
prepariig students for the advanced posts in nursing, 
althougl it is inevitable that for the first years our 
educational requirements and our curriculum will 
project our graduates into such advanced posts. What 
we are trying te demonstrate is the possibility of devel- 
oping a program of nursing education that enables the 
graduate to make a preventive as well as a curative con- 
tribution, combining 


g, in other words, in one person two 
functions so interrelated that the only wonder is that 
they should be separated. Our experience in New 
Haven with the students who come to us from other 
schools and with a much less sound educational founda- 
tion is that they obtain an appreciable insight into the 
program which we have in mind. This is demonstrated 
by the case studies which they present; for we follow 
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as closely as possible for our affiliating students the pro- 
gram which we have evolved for the Yale students them- 
selves. All our experience goes to show that, could this 
group of students be assured of a sounder and more 
standardized preclinical preparation, and could they be 
assured of the varied, intensive experiences which can- 
not be obtained in one institution, we should appre- 
ciably raise their efficiency and extend the scope of their 
contribution. 

As I stated in Rhode Island, I should like to state 
again here that it seems highly possible that in so small 
a state as Connecticut centralization of the preclinic 
subjects could and should be brought about in the not 
distant future, and that then the students released to 
their own hospitals could in a measure obtain from 
these institutions the particular experience which was 
available; but that the whole program or curriculum 
should be based on a definite content obtained in one 
or more hospitals with a uniform and sound theoretical 
foundation. The outstanding difficulty in this respect 
is the cost of maintaining these students during the 
first, or preclinical term—not an insuperable difficulty, 
however, if the institutions interested elected to com- 
bine to meet the cost of such maintenance, either 
through scholarships, or through a partial or entire 
payment |oy the student herself. This would be brought 
about to a very great extent if the schools required the 
first or preclinical term in whatever center it was estab- 
lished as a prerequisite for admission to their schools 
of nursing. 

I have recently questioned whether the time had 
not arrived when we should ask state subsidy for schools 
of nursing. The state now employs public health nurses, 
such as county, municipal, and public-school nurses, 
and the like. It has a definite responsibility, therefore, 
it seems to me, in seeing that the education is adequate 
for posts supported by various governmental agencies. 
The question is too large a one for any one meeting, 
but because it will call for a good deal of discussion and 
consideration before it can come into effect, we cannot 


begin too soon to forward its consummation. 
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Sidelights on the Powers of Sunlight 


The Clinical Application of Solar Radiations 


Bernard Langdon Wyatt, M.D., President, Board of Directors, The Desert Sanatorium of Southern Arizona, Inc., 
Tucson, Ariz. 


The nature of solar radiations, the indications for 
and the contraindications to heliotherapy, and the im- 
portance of the posture of the patient during the sun- 
bath having been dealt with in previous articles, we will 
next consider methods and technic. 

It is highly important to recall that the clinical 
application of solar radiations has been and still is very 
largely limited to the treatment of the various forms of 
surgical tuberculosis and that methods and technic have 
been developed from this standpoint. During the past 
decade the range of diseases which might react favor- 
ably to heliotherapy has steadily widened but in spite 
of this fact and the variations in the aspects of the 
problems involved, the old methods of applying solar 
radiations have continued to be adhered to. 

It cannot be too strongly emphasized that no pa- 
tient should be subjected to the direct rays of the sun 
without first passing through what may be called a 
“period of adaptation.” By this is meant a period 
during which the surfaces of the body are exposed to 
the air and such indirect radiations as may come from 
sky reflection. Individuals vary greatly in their sensi- 
tiveness to such exposures and their reactions are in- 
fluenced to some extent by the nature of their disease 
as well as by the meteorological conditions which pre- 
vail. Those personal factors which were noted in con- 
nection with the reaction of patients to direct irradia- 
tions are also of importance. In a general way we 
begin with exposures of from fifteen to thirty minutes 
twice daily and gradually increase the time until the 
patient is spending from two to two and a half hours 
twice a day in this manner. The duration of these 
periods of adaptation varies from two to six weeks and 
the patient is then ready for direct solar radiations. 

*Pacini has called attention to the difference in the 
sensitiveness of different parts of the body, based upon 
the time required to produce a given degree of reaction 
and his figures are as follows: 

Chest (1), abdomen (1), back (1+), groin (1+), 
anterior surface of arms (114), posterior surface of 
arms (134), anterior surface of legs (2), dorsum of 
hands (5), palms of hands (15), soles of feet (25). 

It was probably because of these regional differ- 
ences in sensitiveness that fractional exposures known 
as “zoning” were first practiced. However, when one 
considers the comparatively small surface area cf the 
hands and feet rela- 
tively slight variations in reaction time of the larger 
areas of the body it is difficult to find any practical 


and at the same time notes the 


justification for exposing the body by zones. 


As a matter 
body give us a much better average of individual re- 


of fact, general irradiations of the 


sponse and are just as safe and much more convenient, 
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provided always that the period of exposure is properly 
timed. Now that it is possible by means of radiometric 
measurements to determine variations in the intensity 
of different regions of the solar spectrum, dosage may 
be controlled with great facility. Indeed, from a prac- 
tical standpoint, the mathematical precision with which 
dosage may be measured is not an absolute necessity 
because a considerable variation in the amount of solar 
radiations—often as much as 50 per cent—is tolerated 
without any clinical manifestations whatsoever. 

One other widespread and erroneous idea which 
should be corrected is that results of treatment are com- 
mensurate with the degree of pigmentation which is 
obtained. Every heliotherapist of experience has seen 
patients recover in whom pigmentation was a negligible 
factor and, per contra, no beneficial results in the pres- 
ence of marked tanning. Recent investigations have 
demonstrated that the pigment melanin (the production 
of which is increased when tanning occurs), absorbs 
radiations of short wave length and consequently that 
too much pigmentation acts as a “smoke screen” and 
defeats the very ends that it was supposed to further. 

The details of the technic of applying solar radia- 
tions vary in accordance with those personal and other 
factors previously mentioned and such additional ele- 
ments as altitude, season of the year, the nature and 
location of the disease, etc. A series of short exposures 
is preferable to single exposures of longer duration be- 
cause through intermittent irradiations a more prompt 
adjustment of vasomotor reactions occurs. Sunbaths 


showld not be commenced until one hour after meals 


and should be completed one half hour before meals. 
Patients should have their heads protected—preferably 


with a white linen hat—and should wear smoked 


glasses. 
The scope of this article will not permit of a de- 
all the of 


Variations which 


tailed consideration of of forms surgical 


tuberculosis the 
entailed, consequently that which follows will deal with 


and in technic are 


tuberculosis of the bones and joints. In this connection, 
Mayer’s statement that both surgery and light therapy 
have their special indications and should be classed as 
individual procedures lo be employed as indication re- 
quires, merits emphasis. The considerations involved 
have been clearly set forth by Freiberg as follows: 

1. Which joint is involved ? 

2. To what extent is it involved ? 
3. What is the patient’s general condition: has he 
pulmonary or other visceral disease ? 

t. What is the patient’s occupation; his social 
condition and responsibilities ? 
What is his age? 
To what 


5. 


6. kind of environment must he be re- 
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turned after treatment and to what extent can his upon the fact that the clinical application of solar radi- 
behavior be controlled after discharge from active care? ations means a great deal more than mere exposure of 
Assuming that the answers to these questions indi- the body to sunlight and that to undertake the treat- 
cate that heliotherapy is the treatment of choice, then ment of tuberculosis of the bones and joints outside of 
it should be borne in mind that accepted orthopedic a thoroughly equipped and scientifically operated in- 
principles should be observed and postural measures stitution is to invite disaster. 
enforced. Solarization in cases of tuberculosis of the bones 
The preservation of function of diseased and neigh- and joints should be practiced when the air is relatively 
boring joints is frequently helped by mild passive and cool and patients should be advised that a “hot air” 
active motion, although theoretically contraindicated. bath is by no means the end in view. There is consider- 
Traction appliances are often necessary and such aids able evidence to indicate that ultra-violet radiations 
as cushion supports, specially designed jackets, etc., play an important part in the treatment of the surgical 
must not be overlooked. The type of bed plays a large forms of tuberculosis and consequently exposures are 
part in the solar treatment of tuberculosis of the bones made during the hours that short wave lengths are 
and joints. It should be high with large casters and present to the extent of at least twenty watts per 100 
have a very hard mattress. All of the foregoing has Angstroms. Jt is the opinion of the writer, however, 
been considered in detail in order. to focus attention that other regions of the spectrum exert a beneficial 
influence and that the excellent results obtained are 
by no means due in their entirety to the ultra-violet 
rays alone. 





The routine procedure at the Desert Sanatorium is 
to expose the entire body of these patients from the 
first day. The patient, as a rule, is exposed for one 


minute anteriorly and one minute posteriorly three 
times during the morning at intervals of half an hour. 
Each of the three exposures is increased two minutes 





daily—i.e., one minute for the anterior surfaces and 
one minute for the posterior surfaces—until the opti- 
mum dose for the individual patient is reached. On 
the tenth day, when the irradiations total one hour, the : 
intervals between the exposures have become greatly 
curtailed and the time of the beginning of each succes- : 





sive solarization period is then changed so that they are 
started forty-five minutes apart. During the winter 3 
months there is relatively little necessity for interrupted 
exposures and the fact that the intervals between them 
are of short duration is of no practical importance. The ‘ 
intensity of Arizona’sunlight makes it necessary to be 
constantly on guard to avoid overdosage and exposures 
totaling from two to two and a half hours represen® the 
optima for the majority of patients with tuberculosis 
of the bones and joints. 
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Thezac-lens therapy, when indicated, is carried on 
during the periods of general irradiations and is of 
great value in promoting the healing of discharging 
wounds. 

The Thezac lens and mounting 


g, many of which are 
used at the Desert Sanatorium, is of great value in the 
treatment of open lesions connected with bone and 
joint tuberculosis. ‘The lens is twelve inches in di- 
ameter, five sixteenths of an inch thick and has a focal 
distance of seventy-two inches. It is made of common 
glass and therefore does not transmit ultra-violet rays. 
It does, nevertheless, greatly shorten the time of heal- 
ing of discharging wounds and is a most important 
adjunct to general irradiations. This lens is also one 
of the important means of therapy in cases of chronic 
arthritis. The standard procedure at the Desert Sana- 


A THEZAR-POSMEUR LENS. torium for the use of these lenses is as follows: 
Many of these lenses are used at the Desert Sanatorium. i 


























“Expose the region or each of the regions to be 
treated to a seven-inch circle for five minutes, and after 
an interval of ten minutes repeat the procedure. In- 
crease the time of each exposure by one minute daily 
until the region or each of the regions irradiated is 
receiving two exposures of fifteen minutes each. At 
this point gradually reduce the size of the circle each 
day until the patient’s tolerance is reached. If a 
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single region only is to be irradiated a series of three 
exposures at ten-minute intervals should be given 
instead of the series of two. After Thezac-lens irradi- 
ations the region or regions treated should be massaged 
with either alcohol or cold cream.” Thezac-lens 
therapy is not only indicated in discharging wounds but 


also in chronic arthritis, sinusitis, and neuritis. 


The Development of Leadership 


Edward F. Garesché, S.J. 


W: have just been looking over a set of test papers 
written by a class of probationers after their first lesson 
in the school of nursing of one of our Catholic hos- 
pitals. These papers are a real revelation of the fine 
human material which our schools of nursing are re- 
ceiving year by year. A wealth of splendid young 
womanhood, intelligent, energetic, well trained, and 
ambitious, is coming year by year to be modeled into 
professional workers for the sick. 

When we look at a class of probationers, there is 
something very moving about these generous young 
creatures who are so full of vitality and energy and 
are about to devote themselves to one of the noblest 
works open to womanhood. Surely it is a tremendous 
responsibility that our schools of nursing assume in 
guiding these young destinies and shaping these char- 
acters, so full of noble possibilities. There is no ques- 
tion that, for a girl who is suited for the work, the 
education and discipline of a school of nursing is an 
excellent school of character. It prepares her not only 
to be a useful member of the nursing profession, but 
to be, if her vocation cails her to the married life, a 
helpful wife, a successful and happy mother, and a 
useful member of society. If she has the happiness of 
receiving a vocation to religion, the training in the 
school of nursing is not a bad prelude to the days of 
novitiate, and gives her much knowledge and skill 
which will be useful to her all during her religious life. 

A Need of the Hour 

But there is one aspect of the training of our 
schools of nursing which deserves just now a very care- 
ful scrutiny. One of the needs of the hour is for lead- 
ership in the field of nursing, for nurses who are well 
trained in their profession and possessed of fine per- 
solial principles and ideals, but who at the, same time 
are capable executives, able and willing to help to lead 
nursing movements and nursing societies. They must 
have besides the spirit of practical self-sacrifice and 
self-devotion, which will move them to accept office, to 
bear responsibility and to do their duty honestly in 
nursing organizations. 

This need of leadership makes itself felt in every 
department of nursing work. While we have many 
good private-duty nurses and many nurses who can do 
good work in a subordinate position, still the supply of 
leaders is always too little for the demand. When some 
movement is to be promoted, some office to be filled, 


likely as not the same individuals have to be called 
upon, time and again, to be officers, to do the work of 
committees, to assume the responsibilities of leadership. 
These devoted and capable individuals are in danger of 
breaking down under the strain put upon them. At 
the same time, the work itself suffers. When a few try 
to do the work of many, it is impossible that they 
should do it well. 


Some Vital Questions _ 
Why is it that our schools of nursing, which are 


so good from many standpoints, fail in this regard of 
the development of leadership? What elements in their 
training are unfavorable to this development, and what 
elements favorable? What new methods ought to be 
used, and what individual efforts ought to be made to 
develop this leadership? These are questions of vital 
importance to every school of nursing. Our devoted 
superintendents of nurses, and our teachers in the 
schools of nursing, are burdened with many details 
and sometimes almost overpowered by the multiplicity 
of activities required of them. For this reason they are 
apt to think little of the after results of their training, 
but to look only to making their school a creditable one, 
for the present and of coming up to the minimum 
standards of nursing education. 

The fact that their graduate nurses go out and fail 
to assume leadership or to take any adequate part in 
the work of nursing organizations does not seem to 
distress them as much as it should. After all, the work 
of nursing education is not an end in itself, it is only 
a means to an end, and that end is to send forth nurses 
who are willing and able to do their full duty toward 
their profession as well as toward the public at large. 
Hence, the fact that their graduates are behindhand, 
as they so often are, in initiative and leadership ought 
to be an occasion to real distress and regret to our 
schools of nursing. 

Favorable and Unfavorable Elements 

We may well ask ourselves the question: “What 
are the elements in our present schools of nursing 
which are unfavorable to the development of initiative 
and leadership, and what elements are favorable?” The 
further question then would naturally arise: “What 
additional means should and may be taken to develop 
this initiative and leadership?” 

When we consider the unfavorable elements of the 


training, we come face to face with the subject which 
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we have discussed often before, to-wit: the difference 
between a training which merely aims at enforcing 
exterior compliance and discipline and a training which 
aims at developing an interior zeal and_ resolve, 
grounded on strong, personal motives of right conduct. 
A good deal of the discipline in the schools otf nursing 
is repressive and is motived by exterior threats and 
compulsions. It is difficult to avoid this, because dis- 
cipline must be had at all costs. But those who have 
to do with student nurses ought, it would seem, to bend 
their every effort toward inculcating in the nurses per- 
sonal motives of right conduct, and, in particular, 
so far as regards our present subject, personal motives 
for initiative and leadership. 

Inspirational Addresses 

Inspirational talks and instructions ought to be 
given to the nurses about the excellence and nobility of 
initiative and leadership of an unselfish kind. Bright 
examples ought to be proposed to the nurses, so that 
they may take fire from the noble models offered for 
their imitation. The whole atmosphere of the school of 
nursing ought to be encouraging and stimulating in this 
regard. If the instructress and the directress of the 
school are themselves filled with a great interest in 
initiative and leadership and have a real desire that 
their nurses shall achieve what we have so often called 
“the service of eminence,” then the pupil nurses will be 
enkindled by contact with such instructresses and will 
themselves conceive high ideals of service. 

One of the reasons why exhortations and lectures 
sometimes fail is that they have not the genuine ring 
of sincerity, because those who speak are not themselves 
personally convinced of what they say. They speak 
from a sense of their duty to say such things and those 
who hear them soon recognize their lack of conviction. 
Another element in our schools of nursing which is un- 
favorable to the development of initiative and leader- 
ship is the fact that the student nurse is required to be- 
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come accustomed to repress herself to so large a degree, 
in the course of her training. This is almost inevitable 
in the nature of the case, but it is possible to counteract 
the unfavorable influence of this necessary self-suppres- 
sion by explaining to the nurse, clearly and movingly, 
that this self-effacement ought to be of a voluntary and 
noble kind, and not a deadening and passive compliance 
with regulations. 
Voluntary Cooperation or Compulsion 

Willingly to forget oneself, to disregard one’s 
own preferences and opinions for the sake of a noble 
conformity, rather tends to strengthen the initiative 
and leadership of the individual, according to the well- 
known proverb that “no one is fit to command until he 
has learned to obey.” But if this self-effacement is 
merely a dull yielding to compulsion, it tends to break 
the spirit and discourage ambition. Then the nurses 
who enter the school of nursing full of high spirits and 
energy, will come out passive automatons, subdued and 
neutral creatures, who have lost the ambition and the 
energy to take initiative or to lead. 

Then, too, the mere physical wear and tear, the 
strain and weariness of nursing tend to dampen en- 
thusiasm, to chill initiative and to discourage leader- 
ship. A nurse who finds that it is all that she can do 
to keep up with her necessary work, is not much in- 
The cure 
for this condition is, of course, a kindly watchful care 


clined to do anything more than her duty. 


on the part of those in charge of the school of nursing 
to keep her pupils physically fit and mentally alert and 
courageous and to teach them system, proportion, and 
order in their work which will supply more energy and 
more time. 

A strong and vigorous personality will sometimes 
almost unconsciously dominate and repress her pupils 
so as to discourage them without meaning it. When a 
pupil nurse has been under an influence like this for 


Y 


three years, in a school of nursing, it is hard for her 
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of treatment besides treating more than 1,000 out- 
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A BEAUTIFUL CHAPEL. 


ST. JOSEPH’S HOSPITAL, 


PROVIDENCE, R. I. 


The chapel with our Lord in the tabernacle is the center of life in a Catholic hospital. From here the 
Blessed Sacrament is carried to the sick. Here the Sisters and many of the lay nurses assmble daily for 


Mass and to receive the Bread of Life. 


young spirit to spring up again and resume its natural 
ambition and initiative. When some one walks with 
light and rapid tread over a field of springing wheat, 
the young plants are indeed borne down for the mo- 
ment under the tread of the passerby, but they soon 
lift themselves and resume their natural growth. But 
if a heavy-footed passerby treads them into the 
ground, they remain embedded in the earth, and never 
again spring up and grow with their former vigor. 
Only those should have the direction of schools of nurs- 
ing and the task of instructing the pupil nurses who 
can hold a light and gentle though firm hand over 
them, who can control them without oppressing and 
rule them without domineering. It is almost a crime 
to discourage young natures, and it is a grave harm to 
dampen their spirit of initiative and leadership. 
An Encouraging Attitude 
When we come to consider the elements in the 


school of nursing which make for the cultivation of 
initiative and leadership, we must put in a foremost 
place the encouraging attitude of the instructresses and 
their willingness to give the nurses opportunities of 
showing their own initiative. The idea that they are 
expected to show initiative, that they are looked to for 
leadership in days to come, if once implanted in the 
pupil nurses, will germinate and bear fruit. Young 
people are easily encouraged and easily discouraged for 
they have no practical experience of their own powers. 
So, when they are made to feel that others have a good 
opinion of them and expect great things from them, 
they feel cheered up and heartened in a singular way. 
But if they are treated with indifference, or, worse 
still, if they are made to feel that not much is expected 
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of them, they grow correspondingly discouraged and are 
apt to agree themselves with the unfavorable opinion 
which they see has been formed of them. 

All teachers ought continually to bear in mind the 
great susceptibility of young people both to encourage- 
ment and discouragement, and hence ought to do their 
utmost to help their charges to form a reasonably opti- 
mistic ideal of their own powers. No matter how en- 
thusiastic a student nurse may be, or how confident of 
her own abilities to lead and to serve, life will take 
enough out of her to bring her down to a normal state, 
if only she has common sense and can learn by experi- 
ence. It is better for young people to go out from 
school with a somewhat exaggerated idea of what is 
expected of them than for them to go forth with a dis- 
couraged and down-hearted attitude, taking it for 
granted beforehand that they cannot do very much indi- 
vidually. In the first case, they will learn by trying 
just how far their powers extend. In the second case, 
they are beaten before they begin, and will not make 
any great efforts when they think that not much will 
come of it all. 

A School of Leaderships 

We have often suggested the Sodality of the school 
of nursing as a training school for initiative and leader- 
ship and some of our directors of nurses have reported 
a good deal of success in this regard. To make a be- 
ginning and to get the nurses interested in managing 
their own activities requires more work than if the 
Sister herself took the initiative and did the work, but 
when the student nurses are once trained and accus- 


tomed to carry on their own activities, then it is very 
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much easier, because they do the detail work and at the 
same time learn how to lead and how to initiate activities. 
One may, perhaps, sum up the matter by saying that 
to run the Sodality oneself and do everything one- 
self is easier to begin, but much harder to keep up. 
while to train the nurses to initiative and leadership 
and then to let them manage their little affairs in the 
Sodality is much harder to begin, but much easier to 
keep up. We might add that it is also very much more 
effective for the training for initiative and leadership. 

When once the pupil nurses see that the Sister who 
is directing the Sodality wants to do everything herself, 
they will let her do it, and it is useless for her to talk 
about student activity if the students see that she does 
not really wish it. On the contrary, when they finally 
realize that she wants them to show their initiative and 
powers of leadership, they will show quite a notable 
capacity in that direction. When the Sodality is made 
an instrument of student government, as has been done 
in some Catholic schools of nursing, its efficiency to 
train initiative and leadership is, of course, greatly in- 
creased. Nothing teaches these things so much as prac- 
tice, and when the nurses find that they are treated 
with confidence, and expected to do things for them- 
selves, on their own honor and initiative, this wonder- 
fully increases their sense of responsibility. 


One Directress’ Experience 

One directress of nurses, in speaking of this matter, 
says that while she found it a little difficult to inaugu- 
rate the system of student government based on Sodality 
loyalty and activity, when she once did get it under way, 
her other troubles vanished in large degree. She no 
longer had any difficulty with discipline, nor with the 
students’ activity, because all she needed to do was to 
suggest what she wanted to her sodalists and they 
exerted themselves to carry out her wishes. She did 
not have to urge, to compel, nor to attend to every 
little detail herself, so she found herself with a great 
deal more time and energy for things which none but 
she could do. 

The “one man” organization or the “one woman” 
organization works at a double disadvantage. It wears 
out the one man or the one woman, and it deprives a 
great many other persons of the opportunity of exer- 
cising personal initiative and leadership. We trust that 
all these thoughts will be helpful, as they deal with a 
subject of vast importance. Hundreds of graduates are 
going out each year from our schools of nursing, and if 
even a few of them can be inspired with the true spirit 
of Catholic zeal and trained to leadership and initiative, 
the results will bless both their profession and society 


in general. 


Teaching Pediatrics to Affiliate Students’ 


Lillie A. M. Bennett, Superintendent Nurses, Children’s Hospital, Milwaukee, Wis. 


Cs rapvaity as physicians and laymen came to 
appreciate the necessity of the conservation of child life, 
hospitals for the care of children only began to be estab- 
lished. In 1802, the Hospital for Sick Children was 
organized in Paris. In Vienna, Berlin, London, 
Moscow, this work with children quickly spread as a 
particular field of medicine. In 1860, Dr. Abraham 
Jacobi established clinics for children in the New York 
Medical School and out of his interest in training the 
child nurse, grew the establishment of the Babies’ Hos- 
pital of New York. The Infant’s Hospital in Boston 
was established because Dr. Morgan 
professor of pediatrics at the Harvard Medical School, 
believed that the diseases of children differed widely 
from those of adults. As a result of this widespread 
movement for the preservation of child life, hospitals 
for children have been organized in the larger cities all 


foach, the first 


over this continent. 

The organization of schools of nursing followed the 
establishment of the hospitals, and the history of the 
development of the schools of nursing in children’s hos- 
pitals is included in the general development of nursing 
education. With the growth of this special branch of 
social medicine, special courses in pediatric nursing were 
incorporated in the standard curriculum, and a definite 

‘Read before the Children’s Hospital Association of America, 
meeting in connection with the American Ilospital Association at 


Minneapolis, Minn., Oct. 10-14, 1927. Released and publication 
authorized by the Association, 


block of experience in pediatrics has been made com- 
pulsory for all student nurses by state nursing laws. 
Since children’s departments are not planned in 
many hospitals, it therefore becomes necessary for these 
schools to send the students to schools of nursing giving 
There are three types of hospitals 
The large general 
children’s 


pediatric training. 
where this training can be given: 
hospital with a pediatric department; the 
hospital where there is a school of nursing for three- 
year students; the children’s hospital where the school 
of nursing is only for affiliate students. 


_ Where to Study 
There are six points to be considered in this pediat- 


ric nursing problem. First: What is the best labora- 
tory for the teaching of pediatrics? Miss Nightingale 
admonished her nurses to nurse the sick—not the sick- 
ness. In order successfully to nurse a sick child, a 
nurse must have much experience with them, under- 
stand the psychology of a child’s mind, and be familiar 
with the special diseases of children, and how they act 
when they are sick. All this I choose to call pediatric 
sense—to know what to expect of a sick child. 
hospital where all efforts are concentrated on the care 
of sick children, this pediatric sense can be developed 
better than in the pediatric ward of a general hospital 
where the children’s division is only a part of the whole. 
A hospital for children would therefore seem to be the 
best place to educate the student nurse for this specialty 
in the nursing field. 


In a 
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In the children’s hospital conducting a three-year 
school the students are trained to be specialists in pediat- 
rics. It is from these schools we should get the execu- 
tives for the pediatric departments of general hospitals 
conducting affiliate schools. If affiliate students are 
received in this type of children’s hospital, they are able 
to absorb a great deal of the pediatric sense because of 
the established traditions and the contact with the stu- 
dents who have the longer children’s training of the 
three-year course. But possibly the school for affiliate 
students only is the best place to give this required four- 
months course because the time is short and better work 
can be done when there is a concentration of effort on 
the one group of students. 


Length of the Course 
Second: The length of the course is an important 


consideration. Five-months’ experience can be given 
without curtailing the time necessary for completing 
the students’ three years of general training. But the 
course should cover at least four months so that suffi- 
cient time can be spent in the various divisions of the 
children’s hospital, and this course should be given at 
the end of the second year of training—after the founda- 
tion of medicine, surgery, operating room, and obstetrics 
has been finished. 


_ Arrangement with Affiliated Schools 
Third: In order to conduct an affiliate school suc- 


cessfully, a specified number of students should be 
received every two months by contract with the schools 
who wish to affiliate. By this agreement also half the 
students will have always been in the school two months. 
thus insuring the most efficient nursing service. 
Whereas, the actual nursing performance the stu- 
dent accomplishes in the day’s routine is of the most 
value in her experience—and she should be taught that 
in doing she is learning—the amount of work the affiliate 
should do cannot be measured by the same standards as 
in the adult divisions of a general hospital for the 
obvious reason that the work and environment are new 
and the length of time in which to study this new work 


is short. A larger number of students should be 
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received and provision for a greater amount of super- 
vision and assistance from graduate staff made. 
Objects of the Course 
The objects of the course in pediatric nursing are 
stated as follows in the standard curriculum: 

1. To help nurses to understand something of the 
physical and mental development of normal children, 
and acquire a knowledge of child psychology and the 
essential principles of child hygiene and management, 
so that they can intelligently care for normal children 
and teach others to care for them properly. 

2. To teach them the principles involved in the 
care of sick or well children, the nursing procedures 
peculiar to the care of children, the usual manifestations 
of disease and the means of prevention of disease. 

3. To make the nurse realize the importance of 
maternal feeding, to make her skillful and exact in milk 
modifications ; and diet regulation of both sick and well 
children, and to emphasize the importance of proper 
feeding as a therapeutic measure in the diseases of in- 
fancy. 

4. To give a sound basis for later work in connec- 
with public health and child welfare. 

5. To give nurses some appreciation of the causes 
and social aspects of infant mortality and thus secure 
their interest and cooperation in the conservation of 
child life. 


tion 


What to Teach 
This brings us to the fourth point—What to teach. 


In pediatrics fourteen one-hour lectures including skin 
and communicable diseases, and six one-hour lectures on 
orthopedic conditions of children are the least number 
of lectures that can be expected to cover the ground 
adequately. Two or more extra hours devoted to spe- 
cial subjects such as epilepsy, study of stools, etc., 
should complement these courses. Outlines of the 
lectures should be given the student after the course 
before the examination. This is done so that the student 
has the experience of writing the lectures but has the 
fuller outline to study from, and it makes for uniform- 
ity of lectures throughout the year. 








Women’s Ward. 
ST. JOSEPH’S 


HOSPITAL, 


An Operating Room, 
I. 


PROVIDENCE, R. 


St. Joseph’s Hospital is a Class A. institution with a capacity of 185 beds and has a school of nursing approved by the state. The Sisters of 


St. Francis conduct the hospital. 
There is also a consulting and associate staff of 62 members, 


There are 16 Sisters assisted by 70 lay nurses. 


Fifty physicians and surgeons are members of the house staff. 
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Four lectures on child psychology and experience 
in habit clinics in the outpatient department, assisting 
the psychiatrist, should be part of the course. 

Dietetics in a children’s hospital cannot receive too 
much emphasis. We marvel at the change proper food 
effects in a child. Four lectures on the study of diet 
for children should be given by the instructor, and at 
least one week’s experience in the milk laboratory for 
the calculation and preparation of formulae under the 
supervision of the milk-laboratory technician. 

The nursing technic of communicable diseases 
should be taught early in the course by the supervisor 
of the isolation department as the aseptic technic used 
in the isolation department should be carried out in all 
parts of the hospital even though the child is not on 
special bedside isolation. This limits the possibility of 
transmitting communicable disease as yet unrecognized 
because of the absence of objective symptoms. 

Technic of the Teaching 

The fifth point is how to teach affiliate students. 
After the doctor lectures, the instructor should review 
the lecture in the classroom and give the theory of the 
procedure suggested by the subject of the lecture. Then 
during the interval between lectures, groups of students 
should be scheduled for demonstration of these pro- 
cedures on the divisions, and demonstration cards list- 
ing the procedures used to record the practical experi- 
ence of the students. 

The student should have some experience in the 
outpatient department. Following up the children 
from the hospital to the home and the outpatient depart- 
ment and often back again to the hospital is invaluable 
experience, and in order to gain this invaluable experi- 
ence, two weeks at least should be allotted and one 
month if elected. 

There should be extracurricular activities such as 
a visit to a dairy to observe the preparation of milk for 
market, a day or two, if possible, at a nursery school, 
visits to the juvenile court to get some idea of the rela- 
tion between crime and ill health. 

During the course the student should have the 
choice of a subject relating to pediatrics for a term 
paper. It should be of such a nature as to involve con- 
siderable research. Case-study records should be kept 
for each patient cared for and each student should have 
a definite time in each division. Thus she is able from 
these studies to organize in her own mind types of 
pediatric conditions and their symptoms together with 
the treatment and outcome of the diseases. Bedside 
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clinics twice a week conducted by the resident or attend- 
ing physician help greatly in the case studies. Case 
studies in the outpatient department relating to the 
social history, and a short thesis on the impressions 
gained by this experience should also be required. 
These are brought to the instructor each month for a 
conference with the student. Copies of case experiences 
together with the record of the student’s experience and 
proficiency in the course should.be sent to the affiliating 
school. Students should be encouraged to have confer- 
ences with the director of nursing on the efficiency 
reports sent in after her service on each division to point 
out weakness and to encourage where effort is made. It 
helps the student to criticize her own work and creates 
a desire for greater efficiency on her part. 
Selecting the Staff 

Under this heading “how to teach pediatrics,” the 
appointing of nursing staff and faculty is of much im- 
portance. The staff must be interested in pediatrics 
and have had special preparation for the work. The 
faculty needs to have had broad experience in nursing 
as well as special work in pediatrics. If the staff have 
had affiliation themselves, they will be better able to 
appreciate the position of the affiliate student, teaching 
her with a more sympathetic attitude. Conferences 
with the faculty of the affiliating schools and the adop- 
tion of a standard method of teaching the fundamental 
nursing procedures in these schools is invaluable. It 
enables the affiliate student more quickly to adjust- 
ing herself to the new surroundings and makes for a 
more cordial understanding between the two bodies, the 
affiliating and the affiliate schools. 

Homelife of Student 

The sixth point concerns the homelife of the stu- 
dent. More and more interest is being shown in the 
social life and material comforts of the student nurse 
off duty. This interest should be particularly active 
for the affiliate student. She is often sent alone for her 
affiliation. The friends in the home school seem very 
far away. She feels she belongs in the home school, 
the affiliate school being only a temporary home while 
this necessary experience is being obtained. Until she 
becomes oriented, she is homesick and restless which 
detracts from her efficiency and makes it harder for her 
to adjust herself to the environment of the new hospital. 
Much can be done to offset these handicaps by providing 
an attractive homelife. The residence should be pre- 
sided over by a capable house mother who is interested 
in each girl, and who plans for the social life of the 
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residents. Some recreational activities that appeal to a 
young woman, e.g., bowling, basketball, tennis, swim- 
ming, and dancing, are an essential provision, and ways 
to participate in some of these sports should be pro- 
vided. They keep the student fit and ward off home- 
sickness. 
Restatement 

In conclusion, the outstanding features which make 
for a complete and worth-while course in teaching pediat- 
rics are: A children’s hospital. A four-months course. 
An agreement with the schools to insure a large and 
regular enrollment. Expert supervision. The methods 
of teaching (lectures and ward clinics, case records, term 
Staff with broad ex- 
affiliating 


paper, extracurricular activities). 


perience. Conferences with faculties of 





PROGRESS 101 


schools. Social advantages which are especially neces- 
sary. 

The ideal as described by Bertrand Russell in his 
“Experiments in Education” should be the ideal for 
teaching pediatrics to affiliate students. 

There should be a careful avoidance of excessive 
instruction, such as is calculated to produce nausea. 
The teacher should provide an environment such as will 
stimulate intellectual curiosity, and provide means by 
which the pupil can satisfy it for herself, but should 
not appear unduly anxious for the pupil to learn, or 
overwilling to impart information. In fact, informa- 
tion, like chocolates, should be given sparingly, after 


urgent demands. 


The General Practitioner and the Children’s Hospital’ 


Olin W. Rowe, M.D., Duluth Clinic, Duluth, Minn. 


Derive the last sixteen years there has been an 
evolution in the management of the sick children of 
Duluth by the general practitioner. This has been 
influenced and to a great extent actually governed by 
the development of hospital facilities. The staffs of the 
two hospitals affording separate units for the care of 
children are open, ‘with some supervision to all duly 
qualified graduates in medicine. The number of gen- 
eral practitioners taking advantage of these opportu- 
nities has always exceeded the number of pediatricians. 
The relation of the general practitioner to this service 
has been interesting. 

During the early years there was a distinct prej- 
udice against hospitalization of infants and children. 
This was not confined to the parents but was shared 
to some extent by the physicians. It was a natural out- 
growth of observations on the mortality rate of infants 
in maternity wards and to a lesser extent in the surgical 
wards. The occasional epidemic of communicable dis- 
eases which was not uncommon in hospitals at that time 
was also a factor. ‘To conquer this prejudice was a long 
and tedious process. 

One of the most important factors in overcoming 
this aversion was the demonstration of the proper care 
With the 


cooperation of the obstetrician the practice was estab- 


of the newborn with the attending results. 


lished of having all newborn infants referred to a pedia- 
trician for preliminary examination and care. Some of 
the general practitioners naturally objected to this pro- 
cedure but consented to use forms devised by the attend- 
ing pediatrician for recording examinations. These 
forms required much more careful and painstaking 
This 


led to a more prompt recognition and treatment of 


examinations than were formerly the custom. 


abnormal conditions with such gratifying results that a 
different attitude toward the hospitalization of the new- 
born followed. 

‘Read defore the Children’s Hospital Association of America, 
meeting in connection wih the American Hospital Association at 


Minneapolis, Minn., Oct, 10-14, 1927. Released and publication 
authorized by the Association. 


The contact of the general practitioner with babies 
in maternity wards under the supervision of pediatri- 
cians was undoubtedly an important factor in his ad- 

nm 
rhe 


almost heroic efforts that the pediatrician was making 


vance in the knowledge of maternal nursing. 


to keep his patients on the breast for a reasonable 
period taught him that interruption of breast feeding 
without sufficient cause was not countenanced by those 
The effort 


that the family physician is making to prolong lactation 


who were most familiar with the subject. 


is directly traceable to observations that have been made 
in the hospital rather than to arguments that have been 
presented before medical societies. 

The methods of the general practitioner in the 
artificial feeding of infants have been revolutionized 
Antiquated methods have been 
superseded by more exact measures founded on advances 


during the period. 
in the knowledge of nutrition. The general directions 
which were formerly deemed sufficient for the home and 
were subject to modifications by the parents and grand 


< 


parents supposedly based on “common sense” or theii 
conception of the demands of the infant were neces- 
sarily replaced by the specific directions demanded b; 
the children’s hospital. No opportunity was afforded 
the physician to convince the parents or himself that 
satisfactory progress was being made when a brief refer- 
ence to the chart gave him information directly to the 
contrary. The demands made on the physician who was 
attempting to keep pace with advances in the artificial 
The variation the 
methods observed in the feeding wards were interesting 


feeding of infants were great. in 


but confusing. That he was willing to change from 


hourly feedings to lénger intervals while there was still 
some controversy among pediatrists and in the face of 
direct opposition of the mothers was greatly to his 


credit. When he reviews the satisfactory results he 


obtained at the time when he thought it was necessary 
to alkalinize his milk formula to the present when he 
feels it necessary to acidulate many of his milk mixtures 
ret 


in order to get the same result, he must indeed be 
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puzzled. 
infant feeding in spite of all obstacles, cannot be denied. 
As a direct result pediatricians now see a small number 
of feeding cases compared to a few years ago when such 
problems occupied a large portion of their time. The 
demands of the children’s hospital for specific instruc- 
tions, accurate observations, and careful notes on the 
progress of these patients has undoubtedly been a great 
factor in the development of this knowledge. 


The careful examination demanded for the pro- 
dromal symptoms of the exanthemata before admission 
to a children’s hospital is granted has resulted in a 
greater familiarity with this group of diseases. Excel- 
lent results not only in the hospital but in the home 
have followed. While the wards of the children’s hos- 
pital may not be the place of choice for the study of 
this phase of preventive medicine, much useful infor- 
mation is there acquired. That children are susceptible 
to the communicable diseases, especially those that in- 
vade the upper respiratory tract, has to be kept con- 
stantly in mind. 


In the medical wards the advantages of hospital 
treatment were quickly appreciated. Many patients can 
be given adequate study and care only within the well- 
organized and properly equipped hospital. Diagnostic 
aids requiring special equipment such as Roentgen ray, 
the finer methods of bacteriological and clinical diag- 
nosis, the facilities for doing diagnostic procedures such 
as spinal punctures and, most important of all, the easy 
access to specialists in other branches of medicine can 
be secured best in such an institution. Such therapeu- 
tic measures as the intra-venous and peritoneal routes 
for restoring fluid balances and a freer use of trans- 
fusions than was formerly practiced with adults has 
been a distinct contribution to his armamentarium. 


To these hospitals the general practitioner has sent 
cases in earlier stages of disease than is commonly seen 
by the pediatrician. His viewpoint founded largely on 
familiarity and experience with adult conditions has 
been welcome to pediatricians especially those who have 
been denied some years of general practice as a back- 
ground for their specialty. Advances in general medi- 
cine which have escaped the pediatrician are welcome 
and frequently helpful contributions. 


Behavior problems are usually brought to the 
notice of the family physician first and the simpler 
conditions are undoubtedly best handled by him in the 
home. Many of the more complicated cases, however, 
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require change in environment, opportunities for inten- 
sive study, and possibly the consultation of specialists. 
These requirements can be secured in a children’s hos- 
pital. Information that the general practitioner can 
give in regard to the past history and the homelife is 
of inestimable service in evaluating these cases when 
they are under the care of specialists. This is a broad 
field which has not been adequately appreciated by the 
general practitioner. Seeing such cases in the hospital 
has been a great factor in awakening him to his respon- 
sibilities in these problems. 

In the surgical division the attitude of the general 
practitioner to children referred for operation has been 
materially changed. The surgeon was formerly fre- 
quently called upon to operate on children who had not 
received proper preoperative treatment. ‘This resulted 
occasionally in a higher mortality than was necessary 
and frequently in a longer convalescence than could be 
expected had there been proper preoperative supervision. 
An example of this is the dehydrated atrophic infant 
referred to the surgeon for operation for hypertrophic 
pyloric stenosis. What has been said in regard to pre- 
operative treatment also applies to postoperative treat- 
ment. 
to secure all the help possible after the technical part 


Without exception the surgeon has been anxious 


of the treatment has been completed. 

A successful residence in a children’s hospital is a 
large factor in the popularization of general and special 
hospitals. This influence is felt by the physician as well 
as by the parents and the patient. 
ly observed by the medical advisor that it is far easier 


It has been repeated- 


to convince parents or patient of the desirability of 
hospitalization after they have had a previous successful 
hospital residence. 

The large number of children seen in hospitals in 
advanced or even terminal stages of disease indicate 
that many physicians and parents still associate the 
hospital only with serious illness or death. The general 
practitioner through his close association with the 
family is taking advantage of his enviable opportunity to 
educate parents to seek medical advice when necessary 
and to refer such children as seem advisable to a chil- 
dren’s hospital not as a last but as a first resort. As 
a result of his efforts the parents are beginning to 
appreciate the fact that the most convenient and econ- 
omical and altogether the best place for the study, care, 
and treatment of the sick child is the children’s hospital. 




















Medical Education in 


A comprehensive plan for medical education in 
a children’s hospital involves the teaching of under- 
graduate and graduate students of medicine, the intern 
staff, casual physicians as they visit the hospital, and 
various groups of physicians specifically invited to attend 
special clinics and ward rounds. The most important 
of these groups, from the standpoint of this discussion, 
is that of the undergraduate students of medicine. 

For some years it has been increasingly evident that 
bedside instruction, in contradistinction to the didactic 
lecture, should comprise the bulk of medical education 
in the fourth year of the curriculum. If such a view 
be accepted, it at once becomes obvious that the course 
in pediatrics requires actual contact with patients to a 
greater degree perhaps than any other. 

In watching the medical student at work, it is note- 
worthy that he is helplessly at sea in his approach to 
his young patients, especially infants. The psychology 
of the child is more or less a sealed book to him and no 
amount of didactic instruction can supply the key. Be- 
fore even the simplest examination can be made, the 
student must have practical experience in methods of 
approach. Even under the best of circumstances, oppor- 
tunities for effective physical examination are short as 
compared with those in the adult. The student must 
learn to gather impressions after brief and often in- 
adequate study. It requires many such experiences be- 
fore these impressions become trustworthy. From the 
standpoint of the student, therefore, the course in 
pediatrics should provide as much time as possible in 
contact with patients. 

Since history taking is of such vital importance 
in diagnosis, it also becomes necessary for students to 
interview the parents or caretakers. Opportunities for 
work both in the outpatient clinics as well as in wards, 
therefore, are essential. 

From the pedagogic standpoint how far is it wise 
to trust to the student’s initiative and application, and 
to what extent must his activities be guided and regu- 
lated? When the teaching force is large and energetic, 
there is some danger that the student may be overtaught 
and that he may have no opportunity for developing his 
own powers of observation and reasoning. 

On the other hand, so much of physical diagnosis 
in children differs from that in adults that an under- 
taught student is in danger of forming misconceptions. 
It is also true that when the department is under- 
manned, the student will necessarily acquire much of 
his practical knowledge from interns. The latter, un- 
fortunately, are not always fitted for instructional 
duties. The teaching staff, therefore, should be large 
enough to allow suflicient oversight and this means a 
large and active junior hospital staff. 


Read before the Children’s Hospital Association, Atlantic 
City, N. J., October, 1926. 


John C. Gittings, M.D., Philadelphia, Pa. 
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a Children’s Hospital’ 


It would seem that didactic lectures and clinics by 
the head of the department have their greatest useful- 
ness in educating the faculties of thought, reason, judg- 
ment, and memory. Upon the ward instructor falls 
particularly the duty of training powers of observation 
and physical perception. 

There can be no doubt that the medical student 
needs the hospital—what of the hospital’s viewpoint? 
The hospital owes a duty both to its patients and to its 
own personnel. That both can best be served by utiliz- 
ing the clinical material for teaching has long been ad- 
mitted by thoughtful students of the subject. The 
sentimentalist’s complaint of the injustice of practicing 
on a sick child can be met in two ways. First: The staff 
of the teaching institution is constantly on guard against 
errors in diagnosis and treatment and must keep fully 
abreast of modern thought and study. The multiplicity 
of potential critics, among the staff, the interns, and 
the students themselves almost precludes the possi- 
bility of any gross errors of omission being made. 
Errors of commission are more to be feared and this 
necessitates a carefully arranged system of control, so 
that the judgment as to the amount and kind of study 
for the individual case must rest upon a mature and, 
incidentally, humane instructor. The intern staff, col- 
lectively, must not be left free to assign students to 
cases, nor to direct the investigation. 

If a trained, salaried resident is on duty, he should 
be made a unit of the teaching force so that he can feel 
the obligations as well as enjoy the prestige of a formal 
teaching position. Properly selected, such a resident 
becomes an admirable executive in the selection of 
patients and in securing proper care and precautions 
for them at the hands of the students. With such pre- 
cautions, there can be no doubt that the child in the 
teaching hospital will receive as prompt diagnosis as 
possible and that adequate treatment will be instituted 
at an early date. Since clinical medicine rests upon 
these foundations, the advantage to the child is obvious. 

The second reason for teaching in a children’s hos- 
pital lies in this fact: Excepting for those severely ill 
patients who are too sick to be influenced by their en- 
vironment, the greatest objection to hospital treatment 
is the lack of individual care and attention for the child. 
Anyone who has thoughtfully noted the children who 
are subjects for the students’ study, will be convinced 
that the psychic effect upon the child, even as young as 
a year old, is beneficial. The child is a natural egoist. 
He resents lack of attention and the interest and offices 
of the student help to fill this gap and to pass the tire- 
some day. 

The older children themselves almost invariably 
state that they enjoy their experiences—except those 
which involve punctures of various kinds. Since the 
latter make for accuracy and speed in diagnosis or for 
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relief of urgent symptoms no one should cavil at them. 
In fact they are a modern necessity in any type of 
hospital. 

From the hospital’s standpoint, the great bugbear 
is the possibility of students introducing contagion. 
This seems to be a theoretical rather than a practical 
The latter is 
an ubiquitous factor in any event, and its introduction 
can never be entirely prevented even in a nonteaching 
hospital. If he wears a gown or operating apron and if 
facilities for frequent hand washings are available, the 
student himself rarely will be the bearer of contagion. 
Obviously, no student even slightly ill, should report 
for duty whose illness may be of a contagious nature. 


danger—if we except the common cold. 


Every student should supply himself with the 
necessary portable instruments of precision except the 
thermometer, i. e., stethoscope, tape, reflex hammer, etc. 
The hospital should furnish only such apparatus as 
cannot be easily carried in the pocket such as sphygmom- 
anometer, otoscope, etc. 

When students are assigned for a day’s work as 
clinical clerks or interns to a hospital which is situated 
at a distance from the medical school, there should be 
available in the neighborhood a suitable place for lunch. 
If space and facilities permit, a solidarity of service 
can best be secured by having them take,their lunch all 
together at the hospital, as this furnishes an excellent 
open forum for discussion of the day’s work. Smoking, 
of course, must be permitted. The chief resident or 
junior instructor, may sit as arbiter, but the presence 
of older instructors is apt to act as a dampener. Access 
to a reference library, even of limited size is of distinct 
advantage in the settlement of moot points under dis- 
cussion. 

In the study of ward patients, the student must 
have access to the history notes, but the chiefs and in- 
terns’ notes on physical examination should be withheld 
after the student has completed his own examina- 
and made his notes. For the latter, special sheets 
with printed headings should be furnished and all notes 
should be signed with the student’s full name. 


until 
tions 


These histories of the students furnish an import- 
ant basis for marks, and should be evaluated by an in- 
structor who is thoroughly familiar with the cases ex- 
amined. Another important factor in marking is the 
result of quizzes, formal or informal, based upon the 
individual work of each student. 

In the outpatient clinic the students must be 
afforded space for work, including separate desk and 
individual rooms. 
They should not have the assistance of a nurse since the 


examination table, preferably in 
object is to train them for work in the average home. 
Information as to conditions in the home should be 
made available through the medium of the social-service 
department. The latter should also render the usual 
necessary assistance in carrying out treatment in the 


home. Supervision by, and consultation with, an in- 


structor of course is essential, but the consultant must 
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not allow himself to be leaned on too heavily lest the 
student’s initiative become atrophied. 

Group instruction in the form of a clinical con- 
ference in charge of an instructor is a most valuable 
procedure. This requires careful preparation by the 
teacher so that the subject at hand can be adequately 
considered. 

The formal presentation of papers by students be- 
fore a section and open discussion is of value in train- 
ing the student to take part in medical-society proceed- 
ings after graduation, but opinions will differ as to its 
Many 
students object to it strongly—which is sufficient reason 


importance in an undergraduate curriculum. 


to scrutinize it carefully. 

Ward walks by senior instructors or the head of the 
department can be made extremely interesting and 
valuable, but should not usurp time to the detriment of 
the students’ practical training with patients. 

The desirability of having undergraduate students 
perform research has been much debated. The answer 
depends upon the type of medical school and the char- 
acter of work the student will perform after gradua- 
tion. In any school, however, there will be a few stu- 
dents for whom science and the academic life will hold 
a special appeal. They probably will never become 
practitioners and yet must learn enough under present 
regulations to qualify them for practice. These may 
elect research and should have opportunities for it. 
Except under most careful restrictions, however, the 
children should not be used as subjects. 

In general, it should be emphasized that the ordi- 
nary case which surely will be encountered in practice, 
should receive ample attention rather than the medical 
curiosity which may be seen only once in a lifetime. 
The latter can be exhibited but only to the extent of 
visualizing the impressions which it makes. Long dis- 
sertations on theories of etiology are apt to be futile. 
On the other hand in every case the attempt should be 
made to stimulate the student’s imagination so that he 
does not fall into the rut of supine acceptance of events 
without any spirit of inquiry as to causes and their 
corollary, prevention. 

Having considered some of the types of teaching to 
be used in a children’s hospital, we may reverse the 
usual order and give final consideration to the organi- 
zation. 

Efficiency of administration and uniformity in 
policy, principles and technic demand that the “teaching 
children’s hospital” be under the direct control of one 
individual, either the head of the department or his 
first assistant. 

The organization and size of the senior and junior 
staffs will depend upon circumstances, but in any event 
the pathologist and laboratory heads should form inte- 
gral parts. The essentials, both for the good of the 
children and the success of the teaching, require careful 
correlation of work to avoid overlapping and confusion 
which arise from diverse opinion, particularly as to 


feeding. Frequent staff conferences are essential where 














free discussion is encouraged. Every fatality should be 


carefully reviewed. 


studies should be made on discharged cases so that not 
only the staff, but the students, can learn something of 


the results of treatment and of that most difficult of all 


arts, prognosis. 


Association in the amount and the speed of space 
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From time to time follow-up 


‘io Thirteenth Annual Convention and the Second 
Annual Hospital Clinical Congress to be held at the Cin- 
einnati Musie Hall, Cincinnati, Ohio, June 18 to 22, inelu- 
sive, 1928, has broken all records of the Catholic Hospital 


The Milwaukee convention of 1927 was by far the largest 
and finest in the history of the Association. In the num- 
ber and variety of exhibits, in the beauty and order of 
these, and above all, in the totally new and intensely 
interesting clinic or demonstration groups, it took rank 
easily with any hospital convention ever held in America 
or abroad. The Cincinnati convention, however, will be 
at least 50 per cent larger in all phases than the Milwau- 
kee meeting and, moreover, greatly improved in profes- 
sional value by the reduction of the clinical program and 
the complete separation of commercial exhibits and clinics. 


The record already established by the forthcoming 
convention is indeed remarkable. In less than one month 
from the first issue of convention literature and plans 
to exhibitors, 130 booths, or 60 per cent of the total, are 
fully sold and many more booths are under final reserva- 
tion. Over one half of all the clinics have been sold and 
plans are now rapidly maturing for their complete design 
and equipment. The X-ray and physical-therapy groups 
will be in two great clinics, set up by the Victor X-Ray 
Corporation, the Kelly-Koett Company, Acme Interna- 
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Mimeographed circulars or bulletins on procedure 


are most valuable. Since the undergraduate student 
must be equipped in a short space of time with a vast 
amount of knowledge, crystallization of ideas is essential 
and loses its chief objection if the crystals are melted 
from time to time in the fire of criticism and recast in 


newer molds. 


Convention Plans Maturing 


13th Annual Convention, C. H. A., 2nd Annual Clinical Congress 
M. A. Higgins, M.A., Director of Exhibits, Catholic Hospital Association 


tional Company, and others in this field. A model gen- 
eral and model quantitative diet kitchen is being planned 
by the Albert Pick Company engineers; these will occupy 
2,000 square feet of clinic space and will be supplied 
with food by the John Sexton Company. The professional 
program is being formulated and will be under the direc- 
tion of Miss Anna E. Boller of the American Dietetic 
Association, and director of dietetics, Central Free Dis- 
pensary, Rush Medical College, Chicago. The Kny- 
Scheerer Corporation, Scanlan-Morris, Max Wocher and 
Sons, Schoedinger, and other equipment houses are fur- 
nishing two large general surgeries and the special sur- 
geries, The obstetric and laboratory sections are now 
under negotiation and being planned. An entirely unique 
and very beautiful suite of hospital offices, library, patient 
rooms, etc., will occupy Clinie No. 2, Admission Room and 
Ward Service. This section will attract unusual interest 
as presenting very new and excellent ideas in the plan- 
ning, furnishing, and decoration of the various public and 
private rooms of the ultramodern hospital. 


The present status of the convention program, the 
record-breaking sale of commercial and clinic space, the 
very interesting and valuable plans for the various clinics, 
and above all, the general enthusiasm of Association offi- 
cers, members, and exhibitors alike, promises a splendid 
achievement at Cincinnati. 
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PARTIAL VIEW OF THE beg rk GENERAL HOSPITAL, 
ROBABLY THE FINEST MUNICIPAL HOSPITAL IN THE WORLD 


Near at hand are the Children’s, the Jewish, the Bethesda, Christ, and Good Samaritan Hospitals, constituting one of the greatest hospital 





groups in America. 
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Located around Burnett Woods, a beautiful Park twenty minutes distant from the Convention Hall. 
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WITHIN THE PALE : 
Some twenty-five per cent of all the standardized 


hospitals in the list of the American College of Sur- 
geons, are Sisters’ hospitals. When we remember that 
out of seven thousand hospitals in the United States 
only about seven hundred are Catholic hospitals, this 
seems a very creditable showing. True, the Catholic 
hospitals are, for the most part, relatively large, and it 
is the larger hospitals that have been standardized. 
Even so, twenty-five per cent is a good showing. 

But let us remember that within the pale of stand- 
ardized hospitals there is a great diversity of real merit 
and achievement. Standardization means that a hos- 
pital has complied with the minimum requirements for 
records, laboratory, staff meetings, and so on. Even 
when these requirements have been fully met, the hos- 
pital may be either eminent and excellent im its service, 
or it may be quite mediocre in real achievement. To 
be sure, standardization is a very good foundation to 
build on, but the spirit, the policy, and the actual 
management of the hospital give it a title to real 
eminence. 

Modern hospitals are not only places where records 
are kept, operations performed, diagnoses made and 
treatments given. They are also centers of medical and 
nursing education, of social service, of research and 
discovery. The keeping of good records is the first step, 
the using of the scientific results thus obtained for the 
preparation of useful papers, monographs, and case 
studies, makes these records true sources of scientific 
advancement. The holding of regular staff meetings is 
good. But it is better still if these staff meetings result 
in a cooperative spirit, a spirit of intelligent scientific 
treatment, of constant improvement, of better care of 
patients and better training of nurses and interns. 

cageenenenennanennent 
THE FIRST CLINIC IN PARIS 

An interesting item in the Catholic press tells us 
that a celebration was recently held in Paris to honor 
the hundredth anniversary of the establishment of the 
first clinic in that great city. This clinic was begun 
and has been carried on by the Congregation of the 
Augustinians of the Sacred Heart of Mary. After a 
hundred years its activities still continue. At the time 
when the clinic was established, there were no clinics 
of any kind in Paris. At first this one was opened for 
people of the upper classes, but a free dispensary for 
poor people was afterwards added. The clinic is located 
at 29 Rue de la Santé and many physicians and sur- 
geons of note have visited it to learn its methods and 


examine its activities. 
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Such an item brings home to us the immense and 
rapid development of medicine within the past hundred 
years. Not only have many epoch-making discoveries 
in medicine and surgery been made during that time, 
but the methods of administering medical and surgical 
help have greatly changed and improved. Medical edu- 
cation has become systematized. Nursing education bids 
fair to show a similar development. Hospitals, from 
mere boarding houses for the sick, have become centers 
of research, prevention, social-welfare work, and of edu- 
cation, both professional and for the public. During this 
time the nursing profession in its modern form has been 
born and has gone through at least the period of its in- 
fancy. 

It is natural that so great a development should 
have taken place, for the past hundred years have wit- 
nessed similar advancements in other developments of 
human activity. The march of other sciences and of 
invention has kept pace in some sort with that of medi- 
cine, nursing, surgery and hospital work. These are 
significant thoughts when one considers the criticisms 
sometimes leveled at Catholic hospitals and other in- 
stitutions of bygone days. Those who study the history 
of nursing are tempted to project the modern conditions 
into the past and so when they hear distressing stories of 
the deficiencies of hospitals of old, they are apt to blame 
those who were in charge of them, as they would blame 
the administrators of modern hospitals who tolerated 
similar conditions. 

This is an historical fallacy and a serious error. 
Men and women must live in their time, and are sub- 
ject to its conditions. A hundred years ago there were 
no clinics in Paris, neither were there anesthetics nor 
sterilizers nor pathological laboratories. Neither were 
there any of the modern means of transportation, nor 
were there electric lights, nor telephones, nor any other 
recent social benefit. If we put ourselves in the place 
of the hospital workers and nurses of the past, it will 
not surprise us that they had methods which seem to us 
so crude, and equipment which seems so inefficient. 
Rather we shall wonder at the excellent work they often 
did with means which to us would seem utterly inade- 
quate. 

UU 
THE EIGHTEENTH OF EACH MONTH 

The attention of our hospital workers is specially 
called to the action taken by the Catholic Medical Mis- 
sion Board in designating the 18th of each month as a 
day of special prayer and work for medical missions. 
The board requests very earnestly that on this day each 
month all the friends and well wishers of Catholic 
medical missions should offer their prayers and good 
deeds, for the interests of the work. On that day, too, 
they ask everyone to gather the supplies and equipment 
which can be spared and send them to the Medical 
Mission Board office at 25 West Broadway, New York 
City, whence they will be forwarded to needy missions. 

As is well known, the 18th of October has been 
chosen as Medical Mission Day par excellence. It is the 
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feast of St. Luke, the good physician, and therefore, a 
most appropriate day for remembering the cause of 
medical missions. But one day in the year is hardly 
sufficient to call adequate attention to mission needs 
and opportunities, and to secure prayers for this im- 
portant work. So it was determined to renew, on each 
18th day of the nfonth, the memory of the medical 
missions ; and to ask every one to observe this one day 
of the month as a day of prayer and work for the cause. 

It is our Catholic hospitals in particular, with 
their nursing and medical staff, that are the providen- 
tial helpers of medical missions. Not only by prayers 
and contributions, but by sending forth their chosen 
workers into the mission field can they aid this mo- 
mentous work. The golden rule bids us to treat the 
patient and devoted workers on the medical missions 
as we ourselves should like to be treated if we were in 
their place. On the 18th of each month let us gener- 
ously fulfill the exhortation of the golden rule. 


SCIENCE AND ART 
The human mind has many interests. Because 


God gave to the mind these various interests they 
should not be considered as opposed one to another, 
but rather as complementary to each other. A man’s 
service of God requires him to be a better citizen of his 
country and his community, and a better scientist, 
artist, writer, doctor, lawyer, business man, or farmer 
than he would be without it; and, on the other hand, 
a sincere, well-ordered devotion to the duties assigned 
to him should give one many interests besides those of 
his own occupation. 

An example of the interrelation of human activities 
is supplied by an account in a recent issue of the News 
Letter of the University of Chicago of an exhibit of 
water-color paintings and pen-and-ink portrait sketches 
by Professor Albert A. Michelson, head of the univer- 
sity’s department of physics and a scientist of inter- 
national reputation. When asked how a scientist 
happened to turn artist, Professor Michelson replied 
that the question should be reversed. He said: “As 
long as I can remember I have been interested pri- 
marily in the aesthetic side of life and it was through 
aesthetics that I became interested in science.” 

The physician and surgeon, the Sisters and nurses, 
and the patients and visitors in a hospital are interested 
in religion, art, and literature because, being intelligent 
creatures, their souls call for spiritual things. 


THE GRATITUDE OF HOSPITALS 

A very experienced and observant lecturer recently 
remarked in our hearing that hospitals are the most 
ungrateful of all the organizations to which he has been 
called on to render service in his long career. “The 
gratitude of hospitals,” said this critic, “is almost non- 
existent. They are very hospitable, these hospitals, 
they will take a person in when he has no service to 
render and care for him, and give him a warm welcome. 
But when he has rendered them some valuable service. 
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and has gone to great trouble to do so, they will treat it 
as a matter of course and make him little acknowledg- 
In this 
regard,” he continued, “hospitals are quite different 


ment, and offer no contribution to his support. 


from schools. The schools have been accustomed to 
offer honorariums for every considerable service that is 
given them, and that is one reason why many persons 
are much more willing to speak in other schools than 
schools of nursing. Schools are continually in receipt 
of offers of lectures and requests for engagements to 
lecture, and they can secure the best talent quite easily 
and at a very moderate rate, because they are known to 
express their gratitude substantially.” 

“It is not at all that lecturers are mercenary,” the 
speaker continued, “or that they measure the apprecia- 
tion of their services by the money they receive, but they 
know very well that an offering of a substantial amount 
means real gratitude, while the failure to give any con- 
tribution to the lecturers is to them a sign of lack of 
appreciation. The contribution made, therefore, is 
valued not so much for its money’s worth, but for its 
worth as a sincere expression of gratitude.” 

These words ought certainly to offer serious ma- 
terial for reflection to hospital superiors. The compe- 
tition in the hospital world is growing constantly, and 
the requirements of hospital education are becoming 
more and more exacting. The time will soon arrive 
when hospitals will be judged almost as exactingly from 
the standpoint of their educational efficiency as for their 
care of the sick. They need all the friends they can get. 
and one sure way of cultivating friendships is by show- 
ing rightful appreciation and gratitude. 
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COOPERATION IN THE HOSPITAL 

Because this is the age of specialization and because 
every hospital worker has his or her own little field to 
cultivate, there is all the more reason for insisting fre- 
quently on the need of cooperation in hospital work. 
We must get everyone to take a kindly interest in every- 
one else’s department and to be willing to make sacrifices 
for the general good, or else hospitals will become like 
department stores, where everyone only takes care of 
his particular counter, rather than like homes where 
everyone forms part of one happy family, ministering 
and being ministered to. 

The spirit of cooperation is an unselfish spirit 


which is willing to take an interest in, and help on things 
that are not one’s immediate concern. Every depart- 


ment in the hospital has some relation to every other 
department and no one’s personal specialty can succeed 
so well as when all the departments are well attended 
to. Every social unit can be compared to the human 
body, in which each member depends on every other 
and where health consists in the normal well-being of 
all. But this is especially true of the hospital, where 
many different processes and activities have to conspire 
together for the benefit of the patient who is the one 
objective toward which complicated and various activi- 
ties are directed. 
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; by vear the conventions of the International 
Catholic Guild’ of Nurses have become more and more 
interesting, have drawn larger groups and won greater 
praise from those who attended. Last year, when the 
sessions of the Guild were in progress, the crowds flocked 
to assist in the program. We have every reason to think, 
therefore, that the coming Fourth Annual Convention of 
the Guild, which marks the conclusion of the third year 
of its existence, will be even more successful than pre- 
ceding ones. The program of the convention will be given 
on the evenings of the week dedicated to the hospital 
clinical congress, which takes place at Cincinnati in the 
Music Hall, June 18 to 22. The program will include 
papers by the most distinguished members of the nursing 
profession and by others who have made special studies 
of the profession and progress of nursing. 

Recent surveys have shown the relative disadvantages 
of the private-duty nurse from the standpoint of steady 
occupation, of a living wage, and of continuous good 
health. The problems of the private-duty nurse and the 
solutions of these problems will form one of the inter- 
esting topics for discussion at the convention. Nursing 
education, while it is having a very rapid growth, is still 
bringing up many new problems and difficulties which 
directly affect the student nurse and the directresses and 
instructresses of nursing schools, but which nevertheless 
concern all nurses, whether they are educators or not. 
These problems of nursing education will likewise form 
a part of the topics to be discussed at the convention. 

While it is essential that the private-duty nurse 
should get a living wage, and that the economic side of 
the nurse’s life should be safeguarded, still it is necessary, 
too, to safeguard the interests of the middle-class patients, 
who sometimes find it very difficult to bear the expense 
of nursing care during a long illness. Group nursing, 
and visiting nursing bid fair to solve this problem to a 
certain degree and no little experience has been gained 
in the past few years in these methods of nursing. It 
will be the purpose of the convention to bring out what 
is best and most helpful in this experience. 

It is becoming more and more evident that the 
recreation of the nurse, the use of her leisure time, her 
personal culture, her personality, have a very great deal 
to do with her success in her chosen calling. Nurses who 
have just recently graduated sometimes find it very diffi- 
cult to orient themselves in regard to these vital needs. 
Those who are best capable of counseling nurses will have 
a place on the program of this year’s convention. 

This year a number of chapters have been organized 
in the Guild and it is hoped that everyone of them will 
have a good representation at this year’s convention. 


Nurses to Discuss Practical Problems 


Fourth Annual Convention, International Catholic Guild of Nurses 
Rev. E. F. Garesché, S.J., General Spiritual Director, I. C. G. N. 


Chapter presidents and other officers ought to bestir them- 
selves in good time to acquaint all the members with 
all the opportunities and advantages of attending the 
convention, and to encourage them to make their reserva- 
tions as soon as possible. The program has been arranged 
so that the nurses will be free all day to attend the gen- 
eral clinies and meetings of the hospital clinical congress, 
and to visit the exhibits, which will be interesting, exten- 
sive, and various this year beyond anything that we have 
vet seen. The evenings are devoted to meetings of the 
Guild, when programs specially interesting to the nurses 
will be presented. At the same time, the general public 
will be invited to attend some of these meetings, whereby 
they may be brought into closer contact with the nursing 
profession, and made more sympathetic and appreciative 
of its needs and its achievements. 

The nurses who attend the convention will have an 
opportunity of meeting many hospital Sisters as well as 
lay nurses from all parts of the United States and Can- 
ada. They can combine attendance at the convention with 
the taking of their annual vacation if they wish to do so. 
Cincinnati is a city very centrally situated and from 
which the north, the south, the east, and the west are 
readily accessible. The nurse who comes to the conven- 
tion can arrange to stay for some days in this interesting 
city before or after the meetings and then she can readily 
travel to some other vacation spot before returning home 
to work again. Nurses who wish to make reservations for 
rooms or to obtain special information concerning the 
program and activities of the meetings, are invited to 
write to the headquarters of the Hospital Clinical Con- 
gress at 124 13th Street, Milwaukee, Wis. 

One of the interesting and helpful features of such 
a convention is the fact that nurses can meet their fellow 
nurses from various parts of the land. The contacts 
formed and the friendships made will make the whole year 
more interesting and happy. It is an actual fact that 
nurses sometimes have to travel many hundred miles from 
home to meet their own near neighbors. There is more 
opportunity for useful contacts and the forming of friend- 
ships during one week at such a convention than during 
years of staying at home. 

This convention of the International Catholic Guild 
of Nurses is unique of its kind. It is the only meeting 
of the sort held on this continent, where Catholic nurses 
from all over the land and from Canada have an oppor- 
tunity of coming together, making acquaintances, and 
discussing their special problems. We hope, therefore, 
that a larger number of our nurses will take this oppor- 
tunity, and we ask our readers to communicate the invi- 
tation to attend the congress to their friends. 
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STUDENT NURSES AT PITTSBURGH HOSPITAL, PITTSBURGH, PA. 
Pittsburgh Hospital is conducted by the Sisters of Charity. —Photo by Armstrong. 








Rhey McCord, St. Louis, Mo., and M. R. Kniefl 


- is a hospital efficiently managed? This 


question, if propounded to a hundred hospitals, would 
probably elicit as many different replies. Some doubtless 
would measure their success by the standing of the various 
scientific departments; others by the character and repu- 
tation of the staff; and still others by the impressiveness 
of buildings and completeness of their equipment; but 
how many would take into consideration that department 
upon which the success of the entire institution indirectly 
depends—the accounting or bookkeeping department ? 
Efficient Accounting Needed 

In an illuminating article printed in the September 
Modern Hospital, under the title “Methods that will 
Save Money,” Dr. Louis H. Burlingham, Superintendent 
of Barnes Hospital, St. Louis, puts his finger squarely 
on the weak spot in hospital management when he says: 
“The last department that I shall mention is by no means 
the least, for this is the department that enables the su- 
perintendent to check up the performance, so far as money 
is coneerned, of the whole institution. I refer to the 
accounting department. If this department is not properly 
organized, the superintendent is in a worse condition than 
a mariner without a compass. This department should 
enable the superintendent to know each month and each 
day just how he stands in regard to receipts and expendi- 
tures, not only actually; but also in comparison with pre- 
vious days, previous months, and previous years, and with 
his budget for the present year. It is only by keeping his 
eye constantly on this compass of the hospital that the 
superintendent is able to know that the hospital is keep- 
ing on its proper course, is taking care of the number of 
patients it should, and whether through the balance be- 
tween receipts and expenditures the hospital will be able 
to continue the voyage in the direction and at the speed 
at which it is traveling.” 

In large and heavily endowed institutions such as 
Barnes Hospital, cost accounting is conducted with the 
same meticulous care exercised in business institutions 
of comparable size, and an adequate office force is em- 
ployed to supply all statistical data essential to the most 
efficient management; but 75 per cent of the total num- 
ber of hospitals in this country are small or of medium 
size, ranging from 100 beds downward, and it is in these 
hospitals, and more particularly in the Catholic hospitals, 
that the great need exists for efficient bookkeeping 
methods. 

In Catholic hospitals the bookkeeping is usually done 
by the Sisters who, all circumstances considered, acquit 
themselves most creditably; but who, in most instances, 
have not had sufficient training in accounting to enable 
them to discern the faults of the system used or to correct 
them should they become apparent. That the situation 
is somewhat worse in Catholic than in non-Catholic hos- 
pitals is easily explained by the fact that the bookkeeper 
in the non-Catholic hospital is usually a paid and experi- 
enced accountant, while in the Catholic hospital the ac- 
counts are kept by a Sister who all too often has had 
little if any accounting experience and who merely con- 
tinues in operation an archaic system inherited with 
the job. 

Installing a System 

Obviously, any material improvement in this situa- 
tion so far as the Catholic hospitals are concerned, can 
come only as a result of cooperation between those 
charged with the management of the hospitals and some 
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A Weak Spot in Hospital Management 


, B.S., Marquette University, Milwaukee, Wis. 


outside business organization having the ability to create 
and perfect a system of accounting that will be sufficiently 
comprehensive to afford all of the information essential 
to efficient and economical management, and that is at the 
same time, so simple that any person with even rudi- 
mentary knowledge of bookkeeping can operate it sat- 
isfactorily. 

A new simplified system of hospital accounting con- 
sisting of nineteen forms has recently been introduced 
into the field by an enterprising St. Louis company 
and already has the indorsement of many outstanding 
members of both the Catholic Hospital Association and 
the American Hospital Association. The new system 
yaries in some of its details from the system prepared by 
the American Hospital Association, but it rigidly ad- 
heres to the principles outlined, with the practical details 
of recording the required information simplified to meet 
the requirements of hospitals of medium size. The origi- 
nators of the new system have prepared a complete book 
of instructions and a literal adaptation of the instructions 
contained in this manual will give any hospital all that 
can be desired in the way of. a complete and proper ac- 
counting system. 

Results of Poor Accounting 

The benefits that will accrue to Catholic hospitals 
as a result of the adoption of a thoroughly modern and 
efficient accounting method are clearly indicated by con- 
ditions encountered in some of the institutions in which 
the system here referred to has already been installed. 
In one hospital of 350 beds, thoroughly modern and high- 
class in every other particular, the only books kept were 
a cash book and a patients’ ledger. Under the system 
used, it was impossible to determine the cost per patient 
day for each department or even for the whole institu- 
tion, and it was equally impossible to arrive at the total 
of unpaid bills; the total daily special charges to patients; 
the amount of profit and loss each month; the total 
monthly expense of each department, or to determine how 
the current month’s income and expenses compared with 
the same month last year, and how the year to date com- 
pared with the same period last year, all of which infor- 
mation is vitally important to successful management. 
Here was a truly bad situation but one which was quickly 
and inexpensively remedied through the progressive spirit 
of the institution and its willingness and eagerness to 
make any changes necessary. Another interesting con- 
dition discovered during the installation of the new sys- 
tem in the hospital referred to, was a large number of 
accounts that had been paid but were still carried on the 
books as unpaid bills. To test this situation letters were 
written to 37 persons who, according to the books had not 
paid their bills. Out of this number, seven produced re- 
ceipts showing that the bills had been paid, and a careful 
checking of the cash book showed the amounts had been 
properly accounted for but no credit made on the patient’s 
account. Following this discovery, similar letters were 
written to several hundred old accounts and many checks 
are now being received from patients who had forgotten 
the debt, some of which were three years old. 


But, unfortunately, all hospitals are not so progres- 
sive nor so willing to make changes even though the effi- 
ciency of the institution could be increased and costs 
lowered by so doing. An instance was encountered in a 


Catholic hospital of medium size where the Sister in 
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charge of the bookkeeping had been in business life before 
entering the Order and had seen the firm by which she 
was employed adopt an innovation with unfortunate re- 
sults. Having this incident clearly in mind, the good 
Sister was opposed to all changes on general principles 
and refused even to investigate a new and certainly better 
accounting system than the one in use. This, of course, is 
an exceptional case for there is no gainsaying that Cath- 
olic hospitals are progressive and because of that fact are 
generally quick to encourage constructive effort from 
whatever source that has for its object the greater effi- 
tiency of hospital service. Hospitals are now realizing 
as never before the urgent necessity for dependable ac- 
counting, and many writers for hospital papers are spar- 
ing no effort to stress this need; for as Emily L. 
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Loveridge, superintendent of Good Samaritan Hospital, 
Portland, Oregon, said in a recent article: “Every legiti- 
mate effort should be made, and in good hospitals is being 
made, to keep the cost of service as low as possible. The 
first requirement in the struggle for this goal is a good 
accounting system that will reflect all of the facts.” 

Note: In view of the above, much consideration is 
being given to formulation of a section in the program of 
the Thirteenth Annual Convention of the Catholic Hos- 
pital Association, and Second Annual Hospital Clinical 
Congress, presenting the subject of Hospital Accounting 
and Finance. It is planned to show a system by which all 
of the facts necessary to good administration will be re- 
flected. The development of this section will be reported 
in the forthcoming issues of Hospirat Progress. 


in Children’ 


Edward P. Forester, M.D., Our Lady of Victory Hospital, Lackawanna, N. Y. 


The Normal Child 
is is essential that we first know what the normal nu- 
trition of a healthy child is, in studying malnutrition. 
A normal child should be growing at a definite progressive 
rate for his age. This is indicated by his weight and 
height. His gains must be regular. His tissues must be 
firm, subcutaneous tissue and fat firm, and his muscula- 
ture should be well developed, and of good tone. The 
color of his skin and mucous membranes must be clear 
and healthy. He must have a good posture and should 
not be easily fatigued with the ordinary activities of his 
age. He should have a good and a capricious appetite 
and should not be subject to oft-repeated infections. His 
nervous system should be calm and not easily excited. 
He should be bright and active, not pale and apathetic. 
He should sleep soundly and sufficiently for his age, and 
his progress in school should be one of steady gain. 
The Malnourished Child 

The opposite picture, in part or whole, gives us what 
the malnourished child is. He does not gain regularly. 
He is from seven to ten per cent below the weight for 
his age and height. His weight is often stationary, and 
he may even lose weight over a long period. His tissues 
are not firm, his musculature is of poor development and 
tone, and the elasticity of his tissues is poor. His sub- 
cutaneous tissues are fat and flabby. He is pale, though 
he may at times have too high a flush of color, which is 
usually due to overexcitement or even to temperature. 
His posture is bad; round shoulders, winged scapula, 
prominent abdomen, and flat chest, all indicate fatigue. 
He shows a lack of resistance to the ordinary infections. 
He is irritable and nervous, or he may be the opposite, 
dull and apathetic. He has a poor or capricious appetite, 
eats or wants to eat only the things he likes, and these 
are generally the wrong-things. He is a poor sleeper and 
usually wakens tired and cross. 

Importance of Health Habits 

The contrast between this child afd the one with the 
keen eye and expression of well-being is marked. There 
ean be no question, when one views these two types of 
children, which is the one in need of medical attention, 
but it is quite another matter to determine, what is the 
cause of this malnourished condition. 


The nutrition problem is intimately tied up with the 
child’s home environment. Lacking an appreciation of 
this fact, we can hardly solve the problem which the mal- 

‘Read at the meeting of the Buffalo Conference of the Catholic 
Hospital Association at the Sisters’ Hospital, Buffalo, N. Y., Sept. 
29-30, 1927. 





nourished child presents. A child’s health habits are 

formed at a very early age. Often before the child is 

two years old, we find that he has bad habits both relating 

to food and to hygiene. The child’s environment, there- 

fore, plays a great part in the beginning of this condition. 
Many Undernourished 

Investigations show that 25 per cent of our American 
children are undernourished. These children show more 
physical defects than almost any other group of children 
we meet. Their average is from four to six defects, many 
of these not serious and fully 85 per cent remediable. 
Among the defects are refractive errors of the eyes, in- 
sufficient breathing space in the nose, enlarged tonsils and 
adenoids, enlarged glands, decayed teeth, various types of 
skin diseases, and postural defects. Only a small per- 
centage of these children are suffering from hereditary 
defects—three to four per cent. Tuberculosis and syphilis 
do not account for more than one or two per cent each. 

Malnutrition is equally prevalent among the rich and 
among the poor, and poverty alone or riches alone does 
not account for more than three to five per cent each, so 
that only from fifteen to twenty per cent of the causes 
are either noncurable or nonpreventable. The remaining 
causes of malnutrition, let us say 85 to 90 per cent, are 
entirely preventable. 

Causes of Malnutrition 

Faulty food habits are probably the primary causes 
of malnutrition. Hurried and irregular meals are respon- 
sible for a great deal. The child does not take time to 
eat or stands while he eats, because he wants to get back 
to school or to play. 

The child may come to meals late, his food may be 
cold and he may eat an insufficient amount or none at 
all. Cold lunches do not improve a child’s appetite, and 
often when the family has irregular meal hours, he may 
get only one warm meal a day. A child may be allowed 
too heavy a night meal, which is a very frequent cause 
There may be imperfect mastication of 
Eating be- 


of restless sleep. 
food or the child may pick over his meals. 
tween meals or eating too much candy and sweet foods are 
both cause and effect of faulty food habits. Improper 
foods such as tea and coffee, are not uncommon in the 
menus of certain classes. 

Lack of appetite, which is a frequent cause of mal- 
nutrition, may be due to certain defects, which if rem- 
edied may improve the appetite. Enlarged tonsils and 
adenoids, refractive errors of the eyes, decayed teeth and 
constipation, all have an effect on the appetite of a child. 
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Their lack of appetite may also be due to certain 
environmental conditions, such as poor ventilation, irreg- 
ular sleeping hours, too many people sleeping in the same 
room. It is estimated that 60 per cent of our children 
sleep in poorly ventilated rooms, where windows are kept 
closed day and night. The child may be too tired to eat 
or have eaten candy or sweet food on the way home from 
school. 

Lack of fresh air and sunshine is another important 
factor in malnutrition. This is brought about again by 
environmental conditions. Some children have most of 
their, playtime consumed by extra lessons or they are 
continually attending movies and staying out late at night. 
On the other hand, children may play too long, take too 
much exercise or play too strenuously. This causes fatigue 
and fatigue leads to poor posture and we have the vicious 
circle, which includes an insufficient amount of sleep and 
rest. 

Diagnosis 

Our malnourished children are sick only in a small 
percentage of cases. They may suffer from incipient 
tuberculosis, syphilis, rheumatism with cardiac involve- 
ment, or chronic kidney diseases. These conditions, of 
course, must be determined and corrected, but simply cor- 
recting the physical defects, which the children show, does 
not in many cases correct the malnutrition. 

Treatment should be preceded by a careful and thor- 
ough understanding of the child’s environment, and the 
best way to get this is to have the mother give us a 24- 
hour schedule of the child’s life. If this is conscientiously 
made out we can very often put our finger on the point 
of the trouble. A thorough physical examination discloses 
some of the common physical defects. Unless the con- 
dition is recognized early and measures are taken to cor- 
rect it, the effects of malnutrition in childhood may last 
to adult life. It may show itself as prolonged ill health 
and feeble resistance to disease; the individual may grow 
up undersized and underweight, not strong enough to do 
the average work of a man or woman. 


How common the condition of malnutrition is, may be 
shown by the result of the selective draft, where one in 
three of the young men examined was rejected as unfit 
for active military service. Of those rejected 40,000 were 
found unfit, because of development defects, such as de- 
ficient height, weight, chest measurement, or muscular 
development. 

Watching the Weight 

In order to prevent malnutrition, or at least recognize 
it before serious consequences have followed, the most im- 
portant thing is to watch the child’s weight. In the case 
of older children, this can best be done in school, where 
monthly weights of all children should be taken and re- 
corded, and special attention to those who do not make 
a normal gain should be given by the parents, teacher, 
school nurse, or doctor. It is essential that every child 
of school age should receive a full medical examination 
once a year. 


A child who is suffering from malnutrition, that is, 
one who is much below normal weight, or one who is 
steadily losing weight, or one who is not making a normal 
gain, should at once be taken to a physician and examined 
to see if any disease is developing. Malnutrition is cured 
by correcting or removing the causes already mentioned 
upon which it depends. Often it is a matter of inforeing 
discipline in the home. 

Feeding the Baby 

During early infancy the diet should consist wholly 
of milk, and since no perfect substitute for mother’s milk 
is known, mothers should always nurse the babies at the 
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When 
the baby is from two to three months old, he should be 
given orange or tomato juice. Beginning with a tea- 
spoonful given one hour before the second feeding time 
in the early months, the amount should be increased until, 
at six months of age, he is taking two to three table- 
spoonfuls. Also about the fourth or fifth month, if bottle 
fed, his milk may be diluted with barley or oatmeal water. 
At about eight months of age, he may be given cereal 
gruel, and after he is nine months old, he may take beef 
juice and beef tea. At ten months he may have crackers, 
toast, zwieback, strained cereal, and broth from chicken, 
beef, or mutton. A month later he may be given strained 
soup made with fresh vegetables. 


breast, unless otherwise advised by the physician. 


As a rule, breast-fed infants should not be weaned 
until after the tenth month, except on the advice of a 
physician. It is better to continue breast feeding during 
the summertime and defer weaning until cooler weather. 
During the period of weaning and later, cow’s milk should 
be the principal article of the baby’s diet. At about the 
fifteenth or sixteenth month unstrained cereal, potatoes 
(baked or mashed), cooked fruit, scraped meat and vege- 
tables well cooked and mashed may be added to the baby’s 
diet. Simple desserts but slightly sweetened, such as corn- 
starch, custard, plain rice pudding, and junket may be 
given at eighteen months. 

When the child is between two and three years of age, 
finely chopped rare beef, chicken, lamb chops, and broiled 
or boiled fish may be given, but in general, meat should 
be given sparingly to small children during the hot 
weather. An egg should not be given oftener than once 
or twice a week. 

Classification of Foods 

In considering the diet of older children, it must be 
remembered that food not only supplies the materials 
essential for growth and the replacing of tissues used up 
by bodily activities, but also it is the source of body heat 
and energy. To supply these necessities, the diet should 
contain fat, carbohydrates, protein, salts, water, and cer- 
tain intangible food substances known as vitamins. 


The fats are necessary for nutrition and are most 
readily converted into heat and energy. In addition to 
cow’s milk, cream, and butter, the following food sub- 
stanees are rich fat: cottonseed oil, peanut butter, 
olive oil, and bacon. 


in 


The carbohydrates comprise a large proportion of the 
heat and energy-producing substance in the diet. These 
are derived from food substance containing sugar and 
starches, such as the cereals, various forms of breakfast 
food, potatoes, rice, macaroni, and bread. 

The protein substances are necessary for building 
new tissues and are of both animal and vegetable origin. 
The foodstuffs rich in protein are lean meat, eggs, chicken, 
fish, milk, and cheese, and among vegetables, beans and 
peas. 

The salts are necessary for the growing skeleton. 
These are supplied by milk and are present in meat and 
eggs and especially in green vegetables and fruits. 

It is now known that a diet composed of meat, pota- 
toes, bread, and cereals does not promote the best growth 
and development of children. Such a diet should be sup- 
plemented by an abundance of milk, butter, and the green 
leafy vegetables, such as spinach, kale, lettuce, onions, beet 
and turnip tops. These articles of food are rich in the 
growth-stimulating vitamins. 
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PLANNING OF THE DIET KITCHEN AND ITS 
RELATION TO THE MAIN KITCHEN! 


I Albert L. Johnson 

N planning a diet kitchen with relation to your main 
kitchen there are many things which from a kitchen engi- 
neer’s point of view must be taken into consideration. 

In the plan of a central-tray service, the diet kitchen 
must necessarily be different from that where all the food 
is served from diet kitchens on the floors. If your build- 
ing is arranged in a manner so that it can be connected 
with the main kitchen through a series of dumbwaiters it 
becomes rather a simple matter to get the food up without 
delay so that there is very little opportunity of its being 
chilled, necessitating reheating in the steam table. 

On the other hand, if your building is spread out it 
means that your various diet kitchens cannot be connected 
directly with your main kitchen and either one of two 
things is essential. First, at some points in the wings, 
dumbwaiters, subveyors or elevators must be located so 
that the food can be conveyed to them from the main 
kitchen and sent to the various floors. One of the diffi- 
culties of this is that proper supervision cannot always be 
given while the food is in transit, so that it invariably 
reaches the floors cooled off considerably and must be 
heated again. The other method is to have food conveyors 
into which the food is placed and then conveyed to the 
diet kitchen and served without being transferred. To do 
this an insulated conveyor should be used and preferably 
arranged with electric heating elements so that it can be 
heated previous to the placing of the food in it, which will 
insure against a drop in temperature. 

Irrespective of whether food conveyors are used or 
steam tables, warming closets for dishes should be placed 
in such a way that bending or stooping is unnecessary, 
and these should be arranged with heating elements, be it 
steam, gas, or electricity that is used, so that they will 
really heat the dishes instead of being mere cupboards. 

Refrigeration of ample size should be provided and by 
an arrangement of slides and extra shelves spaced so that 
they are adjustable. This will serve to give about half 
again as much capacity, and would enable the diet kitchen 
to prepare salads and other cold dishes several hours in 
advance of the meal hour, lessening the amount of work 
to be done at the last moment, which incidentally would 
shorten the time required to serve and bring the food to 
the patient in a much more palatable condition. 

Tray racks of sufficient capacity for the maximum 
number to be served should be provided and these arranged 
on ball-bearing casters so they may be moved to the best 
point or remain in the location provided for them. In 
small diet kitchens they probably would not be moved, 
but in cases where 40 to 50 trays are taken care of, it 
would undeubtedly be an advantage. 

Coffee and toast are probably the two things which 
are most complained of. Coffee which is drawn from an 
urn in the main kitchen, sent up in a cold container and 
then placed on a hot plate with the heat in direct contact, 
can never be anything more than fair. To eliminate this 


Read before the Dietary Clinic at the Hospital Clinical Con- 
gress, Milwaukee, Wis., June 22, 1927. Mr. Johnson is Vice-Presi- 
dent of the Duparquet, Huot & Moneuse Co., Chicago, Ill. 
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a small portable container with a water jacket surround- 
ing same which would be filled with boiling hot water 
should be used and then set on a hot plate and drawn as 
required. On the other hand an urn in each diet kitchen 
is the best and with the use of tricolators it becomes an 
easy matter to make good coffee. Toast should be made in 
the diet kitchen and preferably with an electric toaster. 


Dishwashing can be determined by the accessibility to 
the main dishwashing pantry and where it is possible to 
send them down via the dumbwaiter to the dishwashing 
department immediately adjacent it should be done, in 
order to eliminate noise and confusion and save on the 
payroll. Ample cupboard space should be provided in 
every available place. A number of other small minor 
details should also be provided for. 

As a suggestion, it would be well to call in a qualified 
kitchen engineer to work in conjunction with the super- 
intendent or dietitian and your architect previous to the 
time that actual construction is started. Have your plan 
made, and let the contract for same. After this has been 
done, the kitchen engineer should then present detailed 
elevations of all equipment showing wall elevations, loca- 
tion of connections required, etc. This will mean a con- 
siderable saving as all connections will be properly located, 
eliminating costly changes or the placing of the equip- 
ment where it does not belong. We mention this because 
in a number of instances where the buildings have been 
near completion, we have suggested that a particular piece 
of equipment be placed at a certain point. Upon taking 
the matter up with the architect, plumber, steamfitter, and 
others involved, it has been found to be a costly procedure. 
The decision has then been to place the particular piece 
of equipment where it was shown on the original plans, 
and the consequence is that every day during the opera- 
tion of the kitchen it is being run directly against all 
principles of efficiency. 

THE SUCCESS OF CENTRAL FOOD SERVICE IN 
HOSPITALS 


“4 I ‘ Perry W. Swern 
HERE have been many installations of central food 


service in the past ten years. They vary in details, each 
installation, as a rule, reflecting the individuality of the 
person who was in charge. It is quite evident that there 
are many ways to accomplish this service. Which one is 
best, is mostly a relative question. The situation is simi- 
lar to that of ‘the owners of automobiles who think their 
particular selection is the best of all. 

All central food services are dependent upon satis- 
factory vertical transportation, and this vertical trans 
portation can be divided into two classes. First: The 
central food service that uses service elevators, aided by 
the use of food charts (heated or not). Second: The 
eentral food service using service lifts (small elevators) 
for the vertical transportation. The selection of the 
proper vertical transportation is almost the first decision 
to be made. It is the backbone of the service and the 
entire plan of the hospital is controlled more or less by. 
the possibilities and limitations of the service selected. 
In any particular hospital project which shall be used? 
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Perhaps the points pro and con will be of interest and 
helpful to a decision. 

Service elevators, on account of their being used for 
so many other purposes, usually are located near to the 
center of the patient population, and in most cases we find 
them near or grouped with passenger elevators, particular- 
ly in hospitals where the number of elevators is limited 
to two. It is not safe to rely on one elevator for so im- 
portant a procedure as the food service, and some sort of 
arrangement to use the passenger elevator must be made 
to take care of the emergency. The adoption of the 
service-elevator idea means the use of food carts of some 
kind. These carts may be simple tray carriers or they 
may have heated and cooled compartments, or they may 
contain the food in bulk containers, the set-ups being made 
from them near the patients. This, however, is more of 
a traveling kitchen and usually is not classed under cen- 
tral service which has come to mean any service in which 
the individual trays, either in their entirety or partly so, 
are set up at some central point under the supervision of 
the dietitian and her staff. The horizontal travel on the 
patients’ floors and the relative infrequency of elevator 
trips makes necessary a cart unit of not less than eight 
trays. As the number of trays on the carrier increases, 
the problem of maintaining hot and cold food also in- 
creases. Sixteen trays seem to be the popular number. 

Service lifts are what most folks eall dumbwaiters; 
however the modern service lifts are quite a different kind 
of equipment. They really are small elevators operated 
with full push-button control and are no longer either 
“dumb” or “waiters.” The location of these service lifts 
is more flexible than the service elevators. They may be 
arranged in groups and placed at the most strategic points 
to best cut down the horizontal travel on the patients’ 
floors. If properly placed, in most cases, food carts on the 
floors are not necessary. The use of service lifts cuts 
down the number of trays to be sent up at one time. Four 
seem to be the best working unit. In other words, when 
four trays are finished they are loaded on a lift and sent 
up and not required to “stand by” while other trays are 
being made ready. 

The selection of the proper vertical transportation 
should be made with a very definite method of service in 
mind. If the patient radius in a hospital is large and the 
number of floors limited to two, the service elevator will 
probably serve best, but as the radius is decreased and the 
building becomes multistory the service lifts are more 
desirable. The number of patients has very little bearing 
on the selection. 

Mechanically either of these two types of vertical 
transportation can be made to operate satisfactorily. 
Usually three service lifts can be purchased for the price 
of one service elevator. This gives a safety factor against 
shut downs. Normally, two service lifts will take up as 
many trays per hour as one service elevator, so that from 
a cost standpoint the service lifts have a slight advantage. 

Service lifts to be best used should be placed in groups 
of two or three, and each of these groups should have a 
“serving station” located on the kitchen floor. If these 
serving stations can be placed around the kitchen so that 
the food comes to them with a minimum of handling, the 
degree of success for the service is greatly augmented. 
These “serving stations” are really nothing more than the 
familiar floor diet kitchen, the difference being that they 
are serving a group of patients vertically over them in- 
stead of horizontally beside them. The “serving stations” 
“should each be fully .equipped and under the supervision 
of the dietitian and her staff. 

In central food service using service elevators great 








care must be used to have an arrangement whereby the 
trays will not have to go through a “bottle neck” some 
place. A clog at such a place would disrupt the. entire 
service. Arrange the lines of production at least in dupli- 
cate, so that if an accident happens, service is not cut off, 
just slowed down a bit. 

Central food service so completely places the success 
of the food service in the hands of the dietitian that fre- 
quently hospital executives let their dietitian operate their 
departments with insufficient help. There should be an 
understudy who ean assist, relieve, and follow out detailed 
instructions. An organization of “line and staff” is most 
essential in this department. 

The advantages of central food service are so well 
known, that a statement of them here is out of place. 
The success of a central food service is very much depend- 
ent upon the physical arrangement of the building, and 
the proper selection and operation of the vertical trans- 
portation. The most successful services are the ones with 
the simplest procedures. Often in the start-off of a cen- 
tral service there is a tendency to establish a lot of rules 
and regulations and consequently “red tape,” all of which 
can be boiled down to a few simple instructions to the 
employees and nursing personnel. 


THE NURSING PROFESSION 
Sister John Baptist, Bethany, Antigonish, N. S., Canada 


Tue nursing profession came into existence only after 
the lessons of our Divine Lord had enlightened the world. 
It is a profession founded on the love of humanity. It 
offers many opportunities of exercising womanly qualities 
for the relief of suffering. Nursing is also a progressive 
profession. lt, more than any other field of human en 
deavor, affords opportunities for the most complete self- 
development. 

Great advancement has been made in this field during 
the past few years. This is largely due, to the newly 
aroused interest on the educational side, which is clearly 
evidenced by the growing tendeney on the part of colleges, 
to recognize the importance of nursing. The trend of this 
educational interest is most significant. 

With every advancement of medical science, and the 
increasing complexity of industrial life, new fields are 
opened for the nurse. Never was there a more extended 
scope for her activities. Never was there greater need 
for the assistance of her trained intelligence and her love 
for humanity. Never was there a broader vision of 
service open before her. In a word, there is an impera- 
tive demand upon every attribute and capability that will 
relieve suffering. The nurse has it within her power, 
not only to alleviate suffering, but also to prevent the 
sauses of disease. 

Self-preservation, and conservation of life, are fixed 
laws of nature. Scientific medicine, with its rapidly ad- 
vancing knowledge of the causes of disease, and the study 
and control of these causes, has created a new field of 
scientific preventive medicine. Though the name is some- 
what new, the thought is as old as are the ills of humanity. 
Woman’s natural intuition and sympathy, coupled with 
her acquired psychology as a nurse, can accomplish much 
in this field, which will eventually open new channels of 
activity. 

The graduates of 1927, as well as students of the 
various schools of nursing throughout the land, have 
many advantages and opportunities, which did not exist 20 
years ago. Routines have been revised, which eliminate 
excessive labor, shorten hours of duty, and provide for 
ample study and recreation. Newer and more interest- 
ing modes of instruction have been devised, and it is safe 
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to say, that the facilities for acquiring skill and knowl- 
edge, have never been equalled at any other period. 

It is not many years, since the existence of the school 
of nursing was a debatable question, even in large and 
progressive centers. Its inception and early growth, were 
marked by scanty encouragement, and very little support. 
But experience has happily proved, that the school of 
nursing has made the hospital an educational center, 
which is a decided asset to any community. 


We, the graduates of 1927, must bear in mind that 
our opportunities and advantages bring additional obliga- 
tion in their train. The much-used quotation—‘*To whom 
much is given, much is expected,” is amply verified here. 
With the practical and educational facilities of today, the 
nurse is rightly expected to be a finished product. We 
must remember that the measure of life is, service. The 
thought that should be uppermost in our minds, is, not 
how much we ean get out of life, but how much we can 
give it, and how much better off the world should be, be- 
eause of our profession. 
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With the many disadvantages of the past, the history 
of nursing furnishes us many thrilling pages from which 
graduates of today, and of the future, may learn many 
lessons of devotion, heroism, and self-sacrifice. 

In order to give efficient service—the very best that is 
in ‘us—it is necessary, to keep abreast of the times. A 
desire for progress should be stimulated, by a systematic 
review of nursing literature, by attending the institutes 
and conventions that are yearly arranged for the various 
groups of nurses, and by being present at meetings, where 
new methods and theories are intelligently discussed. We 
can contribute more effectively to the betterment of the 
world, by constantly striving to better ourselves. Above 
all, let us not forget our obligation of profiting by the 
opportunity, which our profession affords us, of consoling 
the afflicted, and helping the souls of those we serve. 

The way may lead, but who would reach the goal 

Must tread all paths, and take the lesson whole; 

Put self forever by, and live to serve 

For love of all, nor from the path of duty swerve; 


The hosts who serve in pure humility 
Are breaking bonds, to set the whole world free. 


Workmen's Compensation and the Hospital’ 


Lewinski-Corwin, Ph.D., Director, Hospital Information Bureau, United Hospital Fund of New York 


T... opening of the past decade saw an animated fight 
for the recognition of the principle of workmen’s com- 
pensation in the United States. Social responsibility for 
accidents of industry was to replace the risks which the 
individual entering industry took upop himself, and the 


smtiquated common-law defenses of “contributory negli- 
gence,” “fellow-servant,” and “assumption of risk,” were 


to be banished from our judicial procedure with reference 
to industrial injuries. The legislation proposed was to 
assure to the injured workman means of livelihood during 
the period of his incapacity and also to provide him with 
medical and hospital care, and the cost of the protection 
afforded was to be borne entirely by industry. The pro- 
posal was ‘to do one more thing, viz., to stimulate the 
employers of industry to adopt measures for the prevention 
of accidents. The lower the accident rate, the lower was 
to be the insurance rate paid. Economie stimulus was 
added to the humanitarian instinets of the employers. 
The first state laws were enacted in 1911. 
Deficiencies of Compensation 

Although workmen’s compensation has accomplished 
a great deal,? it has not come up to the expectations based 
upon it at the beginning with regard to the reduction of 
accidents. It likewise has been lame from the very start 
on its medical foot. The reporting of accidents has not 
been complete with reference to the accidents themselves, 
and particularly with reference to the causes of accidents, 
so that after fifteen years of experience with compensation 
laws we are without adequate statistics. The state com- 
pensation boards have not had the inclination, time, or 
personnel to obtain adequate facts and to make studies 
correlating the accident with the various factors involved 
which would be of value to accident prevention. Mr. 
Lindley D. Clark has brought this out very clearly in the 
1925 “Comparison of Workmen’s Compensation Laws of 
the United States,”* when he states: “Nothing is more 
striking in connection with the subject of accident re- 
porting than its lack of uniformity. The importance of 


complete reports, ‘showing causes, nature, severity, and 
‘1Read before the American Hospital Association at Atlantic 
City, N. J., Sept. 27-Oct. 1, 1926.- Released and publication author- 


ized by the Association. 

*Prof. Willard C. Fisher, “American Experience with Work- 
men’s Compensation.”” American Economic Review, X, No. 1, 
18-47, March, 1920. 
by 
1925. 


the Bureau. of Labor Statistics, Bulletin No. 


*Published 
January, 


379, 





costs has been too little recognized, even among those 
charged with the administration of the laws; while the 
employer has been too prone to minimize or disregard the 
occurrence of accidents except as an unfortunate incident 
and a possible source of an action for damages. The 
necessity of securing complete data for purposes of safety 
engineering, as well as for the determination of fair and 
adequate insurance rates is, however, gaining recognition, 
but much yet remains to be done before actually com- 
parable reports from the various states are available.” 
Covers a Large Field 

It is not generally recognized that workmen’s com- 

that according to 


pensation covers a tremendous field, 
per cent of persons 


the last available figures in 1920, 70.2 
gainfully employed in 42 states in the United States were 
covered by workmen’s compensation. This percentage 
varies from state to state, depending on the industrial 
development of a state and also on how inclusive the laws 
are. New Jersey includes under Act, 99.8 per cent 
of all those gainfully employed, while in New Mexico only 
13.7 per cent are covered. Pennsylvania has a larger pro- 
portion covered by the law than New York or Ohio, In- 
diana or Rhode Island. It is slightly that of 
Massachusetts. The attached table (Table I) gives the 
details. 

The only two industries for which complete data are 
available are the mining industry and the steel industry. 
On the basis of available information, we know that in the 
steel industry conditions have been remedied and there is 
an actual decrease in accidents due to the application of 
safety methods to the processes which the statistics have 
shown to be most dangerous. In the coal-mining indus- 
try, however, this has not been achieved, as shown by the 
fact that the deaths per one million tons of coal rose from 
3.77 in 1916 to 4.17 im 1924, or an increase of 10.6 per 
cent. ‘The increase in deaths per one million hours of 
human exposure was 21.4 per cent during the same period.* 

Accidents Increasing 

Because the data for other industries are deficient 
and unscientifically collected, it is difficult to say whether 
the rates of accidents have increased or decreased, as this 
requires the knowledge of the amount of employment or 


its 


above 


Labor 
Labor 


Commissioner of 
The American 


‘Ethelbert Stewart, United States 
Statistics, “Are Accidents Increasing?” 
Legislation Review, June, 1926, p. 164. 








116 


exposure to risks in various industries and also the knowl- 
edge of the production rate. But irrespective of rates, the 
absolute number of accidents has been increasing, and that 
is of importance, not only to the growing number of 
victims, but to the hospitals of the country. Commissioner 
Stewart of the U. S. Bureau of Labor Statistics gives three 
reasons for this aside from the possibility of 
better reporting of accidents: The first reason is that 
there is a general speeding up of workers, both skilled and 
unskilled. This inerease in the production per man-hour 
registers a greater number of accidents. The second rea- 
son is that with the industrial expansion following the 
last financial depression, large numbers of new men were 
taken on, and the accident rate for new employees is 
always high. The third reason is that since the war the 
movement for safety appliances, has been retarded, and 
in many firms safety engineers were discharged. 

So far as the hospitals are concerned, it is important 
to emphasize the fact that accidents are increasing; in 


inerease, 
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other words, that the burden which is being thrown on 
the hospitals is on the eg Before any other phase 
of the problem I should like to — 
the fact that American industry on the average kills ; 

least three men every hour of the year, and that every 
year about 700,000 become disabled for at least four weeks. 
It is a terrible indictment of our civilization and a wanton 
waste of life and wealth. Although the provisions of our 
workmen’s are not over-liberal, the 
cost of compensation for death and disability runs in all 
probability up to $150,000,000 annually. The last data 
on premiums collected by the several types of insurance 
carriers are available for 1923, and these amounted to 
over $172,000,000. Sixty-two per cent of the insurance 
was written by stock casualty companies, 20 per cent by 
mutual companies, and 18 per cent by state funds.° From 


is discussed, 


compensation laws 


®°R. H. Blanchard, “Workmen's Compensation in the United 
States.” Studies and Reports, Series M (Social Insurance), No. 5. 
International Labor Office, Geneva, 1926. 





Table No. I. 


From “Comparison of Workmen’s Compensation Laws of the U. 
Bureau of Labor Statistics, U. S. Dept. of Labor, Bulletin No. 275, 


Estimates of the Number and Per Cent of Persons Affected by Compensation Acts 


S. and Canada up 
September, 1920. 


to January 1, 1920," by Carl Hookstadt, 


The estimates of “employees covered by act” in this table are made on the assumption that all elections provided for by law have 


been made. 
ployer to elect under elective acts. 
Employers (includes farmers, 
independents,etc.) 











Owing to lack of definite information, no estimates have been made 





of employees unprotected because of failure of em- 
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126,125 12 , at] 25.5 33.6 66.4 
10,481 27.0 50.4 31.2 68.5 
32,455 40.2 36.6 52.4 47.6 
611,941 57.8 18.1 76.2 23.8 
137,157 43.0 25.2 63.1 36.9 
322,211 67.2 14.9 81.9 18.1 
37,447 46.1 26.4 62.9 7.1 
80,319 82.3 6.2 92.6 7.4 
50,119 40.6 18.4 68.7 31.5 
871,890 39.8 32.1 55.4 44.6 
502,729 50.6 130,093 13.1 79.4 20.6 
266,936 33.9 158,716 20.2 62.7 37.5 
108,388 18.6 184,654 31.7 36.9 63.1 
253,281 30.1 167,126 19.8 60.2 39.8 
140,239 21.3 258,053 39.1 35.2 64.5 
150,305 51.0 55, 708 18.9 72.9 27. 
188,433 36.0 41.6 45.9 54.1 
1,109,134 74.1 10.2 87.8 12.2 
597,585 55.3 11.3 83.1 16.9 
379,349 48.1 100,449 2.7 79.0 21.0 
497,632 40.1 234,683 20.5 66.1 33.9 
56,826 35.7 34.5 0.9 49.1 
146,034 34.9 14.7 70.4 29.6 
24, 746 60.1 18.8 76.2 23.8 
79,680 42.9 33.7 56.0 44.0) 
861,963 83.2 2 99.8 4 
20,078 17.6 39.8 30.7 
SOS. 64.2 15.9 80.1 
20.9 23.8 46.8 
54.7 17.0 76.3 
15.0 156,582 35.9 64.1 
33.8 101, 960 48.7 51.3 
71.7 59,2 88.8 112 
17.4 205 79.5 
70.6 §2.9 17.1 
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SE 0n64d.00000444-005 318,586 101,214 31.8 
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Delaware .........sssee8 82,056 22,534 27.5 
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S. Census of 1910, do not include Federal employees and interstate railroad employees, on the 
The total persons gainfully employed include employers 
have been applied to the noncompensation states, 
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53,997 
145,619 
306,777 i 
60,396 25.6 
50,942 44.8 
209,058 45.6 54.4 
45 51.5 48.5 
80.1 19.9 
75.4 24.6 
46.3 53.7 
70.2 "20 s 
771,117 100.0 
eueeeoees 1,400,000* 100.0 100.0 


‘Figures as of July 1, 1919, taken from the United States register. 





*Does not include shop employees and others usually subject to state tompensation acts. 
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the hospital’s point of view, it is worth while noticing 
that 82 per cent of the workmen’s compensation insurance 
is written by private companies; in other words, over four 
fifths of the dealings which the hospitals have are with 
insurance companies. 


Casualty insurance companies are cold-blooded busi- 
ness organizations created for profit as well as public 
service. Whenever they can drive a hard bargain, they 
do so, as other business organizations are apt to do. The 
business policies and methods of some of the companies 
may be and are at times irritating to the hospitals, but 
the prevailing hospital dissatisfaction may not always be 
due to presumed cupidity of the insurance companies, 
but to the nature of the laws under which they operate. 
I thought it, therefore, to be my task to outline here for 
vour information a brief summary of the provisions of the 
several state laws with regard to the socalled “medical 
benefit.” 

Compensation in Various States 

To begin with, there are six states in the Union that 
have no workmen’s compensation laws of any kind. Those 
are Arkansas, Florida, Missouri, Mississippi, and the 
two Carolinas. Some of these states are great indus- 
trial empires, and all of them have seen considerable in- 
dustrial expansion of late years. Then, in many states, 
there exists no adequate protection of child labor, and 
the accidents among minors are numerous. In two states, 
New York and New Jersey, the children illegally employed 
are entitled to double compensation, and in Wisconsin 
to treble, but Pennsylvania excludes from all compensa- 
tion children illegally employed. As Florence Kelley has 
put it, “Pennsylvania still places a permanent statutory 
premium upon the illegal employment of boys and girls.”6 


*“Children’s Compensation for Industrial Accidents.” The 


Survey, issue of June 1, 1926. 


Table No. Il. Comparative Benefit Cost of Various 


(1) (2) 
Permanent 
State Death Total 
Pi Se cc ddechdeeekevlawedseeretacndnedaee $1,000 $1,000 
BEE. cca cuceevedseerseeusbereeceanesseoana 359 204 
BE ccc pkcieeeCsRaee es eeeewh BAGS hORCA EEC 616 458 
PN ccc ete Nesen Ne hensheebn EEC aReeReeeer 1,138 1,049 
SL. cc cenedweeesednenebeennceeeens 496 645 
SD. ee cgacksesesedecens 4540 CRxnN eReneeed 427 67! 
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EE een cna d C6bsbne seeks bOeOONESTERSEAEOR Ont 615 
PE cccennpapecemnereseseetenwehanessees 504 378 
ED, cncanesenteescascusscedsnuasceerenes 507 711 
BEE ecneckbaneunnceerasedseKernnseeeenncee 915 789 
PD, ccccccaevesscsvicsosscceacucs 383 232 
Cc cients deeb ceene sbeseeeresnengs 475 930 
SE Ms o50d0ehsosseecanesveseeses eases 363 330 
EE PDN. < scene cecescccessesvecseecucsess 1,013 996 
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NE 6.6 Wn bR60b-0856000500040000005004040008 289 209 
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Wyoming 


1Prepared by The National Council on Compensation Insurance. 
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In some states, employers have the privilege of rejecting 
the compensation law, if they so choose, and although 
by so doing they cannot avail themselves of the old com- 
mon-law defenses mentioned at the opening of this paper, 
they are in a better position with regard to litigation 
than the injured workman. Meanwhile, the hospital is 
called upon to perform its duty, and if the workman 
should lose or win, the hospital is not likely to be paid 
for its services. 

Some states permit the injured employee to choose 
his own physician, while in others only the physician 
authorized by the employer or insurance company may 
be called upon. The law in many states limits to a specific 
period the time in which medical attention is to be pro- 
vided, and in others the amount of money which may be 
expended is arbitrarily determined. It is often only through 
the generous interpretation of the law by the industrial 
boards that the injured workmen receive badly needed 
medical attention. A definite schedule of compensation 
for injuries and for physicians’ services has been worked 
out in some states. While in some states efficient ma- 
chinery has been devised to take care of the red tape of 
medical testimony, there are still regions where it is cum- 
bersome to everyone concerned. Arrangements have been 
made in some states with selected institutions for the 
treatment and reeducation of the injured workmen, but 
in other states not much has been done and commercial 
and poorly equipped agencies have been selected to under- 
take this important work. This brief analysis of the 
administration with regard to the medical features of 
workmen’s compensation suggests the sorry state it is in 
and the need of a broad study of the problem. 

The rates of compensation provided for in various 
laws differ from state to state with regard to the liberality 
of awards for permanent and partial disability, for com- 
pensation in case of death, and in provision for medical 
and hospital care. The National Council on Compensa- 





Workmen's Compensation Laws as of January 1, 1926! 


(3) (4) (5) (6) (7) 
Major (a) Minor (b) Medical 
Permanent Permanent and All 
Partial Partial Temporary Hospital Benefits 

$1,000 $1,000 $1,000 $1,000 1,000 
454 503 O44 821 553 
798 658 803 _ 553 
838 931 1,341 957 1,050 
667 758 958 1,000 767 
65 384 569 877 587 
616 712 851 1,000 Til 
S11 617 673 790 561 
514 686 720 772 585 
777 811 892 1,000 745 
581 493 813 1,000 692 
629 952 842 935 735 
624 706 714 77 643 
546 566 679 784 599 
457 565 796 833 609 
468 625 821 877 635 
97 651 953 O44 696 
819 1,259 912 784 782 
715 770 1,123 969 803 
597 469 947 772 52 
505 657 806 957 665 
941 1,053 864 882 
968 ,208 1,000 78 
420 636 963 623 
791 873 1,000 800 
767 1,136 YRS 898 
294 44 735 555 
875 933 762 748 
399 570 667 482 
869 1,253 1,000 1,020 
815 937 938 836 
793 1,015 938 760 
581 1,053 938 748 
740 603 802 593 
430 719 809 546 
406 810 877 613 
713 1,106 883 692 
‘41 683 772 570 
758 893 883 730 
SAT 1,005 969 760 
498 722 679 521 
618 619 926 591 
555 763 1,000 735 
926 867 988 S44 
S06 1,037 969 918 
306 979 914 611 
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tion Insurance, which establishes rates for the various 
industries throughout the country, has prepared a table 
giving the comparative benefit cost of various compensa- 
tion laws in terms of the compensation awards of New 
York State. In other words, in each instance the com- 
pensation act in New York State is considered as 1,000, 
and the compensations for the various types of disability 
in other states are expressed in relation to the basic 1,000 
of New York State. 

With regard to compensation in case of a fatal acci- 
dent there are two states which are more liberal than 
New York, viz., Arizona and North Dakota. There 
are several states which award only a little over one third 
of New York’s standard. It may be stated in this con- 
nection that liberal as the New York state law is, its 
provisions are much below the standards for award which 
were worked out some years ago by the committee on 
statistics of the International Association of Industrial 
Accident Boards and Commissions.? In the awards for 
permanent total disability as well as for major permanent 
and minor partial disabilities, the variations are very con- 
siderable from state to state. The same applies to tem- 
porary disability with the interesting difference that there 
are eleven states which are more liberal than New York 
in their awards. 

Comparison of Benefits 

As regards the medical and hospital benefits under 
workmen’s compensation, it is, of course, of the greatest 
interest to the medical profession and the hospitals that 
New York State is equaled in its provisions by several 
states but is not exceeded by any. Therefore, I assume 
that the provisions of New York State with reference to 
the medical and hospital benefits will be of interest. 

Employers of labor are required to provide promptly 
for their injured employees “such medical, surgical, or 
other attendance or treatment, nurse and hospital service, 
medicine, crutches and apparatus for such period as the 
nature of the injury or the process of recovery may 
require.” If an employee is disabled as the result of 
an occupational disease, he receives the same treatment 
which would be accorded him, were he disabled from an 
accident. The employee may provide for this treatment 
at the expense of the employer, if the latter should fail to 
do so after a request for such treatment has been made 
by the employee. The fees and other charges are regulated 
by the industrial commissioner and are based upon the 
rates prevailing in the same community for similar treat- 
ment of injured persons having a like standard of living. 
The employee is allowed no compensation for the first 

7See “The Medical Aspects of Workmen's Compensation,” by 


the Public Health Committee of the New York Academy of Medi- 
cine. Reprinted from The Medical Record, October 29, 1921, p. 4. 
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seven days of disability, unless it should last for more 
than 49 days when the compensation dates from the time 
of the injury. The law allows an employee two thirds 
of his weekly wage for each week of disability, but not 
to exceed $20 nor to be less than $8. For permanent total 
disability, which includes the loss of both hands, or both 
arms, or both feet, or both legs, or both eyes, an employee 
receives two thirds of his average weekly wage during 
the period of his total disability. For a temporary total 
disability, he receives two thirds of his average weekly 
wage during the continuance of his disability but not in 
excess of $3,500. A schedule has been devised for the 
payment of permanent partial disability which is as 
follows: 


Member Number of Weeks’ 
Lost Compensation 
SD setuiatetatpin cage aaah on ae ore ; 312 
ne whe A Gkoee acca aOR ei Re 288 
BE aris areca hos wus neces cae ace ie ie a 244 
BE Sid nate na GRC a ede ee a Gale Ke 205 
hata eee a ah Saeed GU Ba kak one 160 
PN  tarcokd sae a Oka ana Kaa Rae 75 
SE I oa wc dsie Ravenna gwooes oh 46 
PMc h:eccpanicnecaseneeeeaacesiens 38 
EO OE TET POLL OE 30 
Re ne eee 25 
Toe other than great toe................ 16 
IT i or ht ha eet Seat ea 15 


Laws Unjust to Hospitals 

In many other states, there are provisions which limit 
the amount of compensation for medical or hospital care 
to a specified amount. In Pennsylvania, for example, this 
amount must not exceed $100. This kind of provision 
works against the interest of the patient and, of course, 
against the interest of the hospital. Hospital literature 
is replete with instances indicating the injustice which 
is done to the hospitals by this limitation of the medical 
benefit. 

One hospital superintendent reported a case of an 
injured workman who was brought to the hospital in a 
serious condition six days after an injury suffering from 
a streptococcic infection of the leg. The patient’s life was 
saved and he was returned to work with a good leg. This 
patient was in the hospital six weeks and during the first 
few days he had three special nurses and for the next 
seventeen days two special nurses. The cost of the serum 
used was $110 at wholesale prices. After his discharge 
from the hospital he came back to the dispensary for 
dressings for many weeks. The entire sum allowed by 
law for this patient was $150. The law in this particular 
state takes no account of the length of hospital stay or 
services rendered. 


© 
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A GROUP OF STUDENT NURSES, ST. JOSEPH’S HOSPITAL, SAN FRANCISCO, CALIF. 
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These illustrations can be multiplied ad infinitum, 
but this serves to point out one of the main theses of this 
paper, namely, that when workmen’s compensation laws 
were enacted, the main concern of those advocating them 
was with the economies of the workmen, and practically 
no consideration was given to the importance of the in- 
adequacy of medical and hospital treatment. That is why 
these laws have all been so skimpy in their allowances for 
medical care. 

There was at that time no conception of rehabilita- 
tion work. As you know, it was developed only at the 
time of the war and is being extended everywhere through- 
out the country. It is essential for the hospitals and for 
the American Hospital Association representing the whole 
hospital field that a concerted and intelligent attack be 
made on this problem and that the legislators as well as 
industries become convinced that the so-called medical 
benefit is one of the most outstanding and important pro- 
visions of the compensation law. When the importance 
of this subject is presented, there is likelihood of getting 
adequate amendments to the compensation laws. The 
state of Utah has amended its law; formerly, the limit 
for hospital and medical care was $500. When the in- 
adequacy of such a provision was pointed out, the law 
was amended, making the cost unlimited. One hospital 
reported recently that the costs in individual instances go 
up as high as $1,600 and that the industrial commissioner 
of that state approves bills of thatsamount. 

Some Hospitals not Properly Equipped 

Important as it may be for the hospitals to have the 
laws amended in order that more adequate compensation 
may be given them for the work done, it is as important 
from the social point of view, if not more so, that the 
hospitals should be equipped to give the best service to 
those who are sent there for surgical and reconstruction 
‘rare. We all know that many hospitals are not equipped, 
either in appliances or personnel, to do justice to the cases 
which they accept under the workmen’s compensation law. 
This is being realized, not only by members of this Asso- 
ciation, but likewise by intelligent lay workers who are 
students of the problem. Mr. Carl Hookstadt, in his 
excellent discussion of the workmen’s compensation laws 
published by the Government in 1920, makes these perti- 
nent remarks: 

“Furthermore, the hospitals have made no adequate 
provision for handling industrial accident cases, nor does 
the average hospital organization permit effective recon- 
struction work. This work of rehabilitation not only 
requires careful and daring surgery but also demands un- 
remitting aftercare with special supporting apparatus, 
arrangements for massage, exercise, and electrical treat- 
ment, and construction of artificial appliances and edu- 
cation in their use, all of which must be done or supervised 
by specially trained and specially competent surgeons. 


Little effective work along these lines has been done, 
since hospitals have never desired this sort of work 
particularly. Then, too, there has been a sad lack of 


cooperation between the hospital and the employer or 
his representative, the insurance company. The latter all 
too frequently regards medical expenses as pure losses. 
Even if all insurance companies were broadminded enough 
to accept the principle of reconstruction, the very number 
of such separate units would make effective cooperation 
difficult.” 
Should Give Best Care 

From the insurance point of view, dealing as they 
do in averages, the medical care necessary for the cases 
is that of an average character. This is an unfortunate 
point of view to take, when you deal with human life and 
health. It may perhaps average well financially, but the 
huge number of poorly set fractures, the large number 
of neuroses which are not adequately treated following 
traumas, the poor type of reconstruction work, constitute 
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not only a severe injustice to the victims afflicted and 
their families, but are an immense social waste. When 
dealing with health, the category “average” should really 
not exist. This ought to be borne in mind, particularly 
in view of the fact that, except in a few states, the injured 
employee is not allowed the choice of his physician. He 
has to accept what medical care his employer under the 
law is furnishing him. Under such a law, it is the moral 
responsibility of the state to see to it that the best care 
is given to the victim of industry, and in my opinion 
this responsibility should be discharged by some method 
of appointing medical supervisors or referees. It seems 
to me that this is the great opportunity of the hospitals 
to set up such high standards of performance that the 
insurance companies may not be tempted to make arrange- 
ments with commercial organizations for the average care 
of their patients. They will find out that the highest type 
of service is in the long run the best investment purely 
from the business point of view. 


Cost of Care 

That highly professional work can be done compara- 
tively inexpensively has been demonstrated over and over 
again. No standards, however, have been worked out by 
this association as to what is the cost of adequate medical 
The details of the component parts of the per 
capita cost of hospitals have not been sufficiently 
analyzed. When analyses are attempted, the variations 
from institution to institution seem to be considerable. 
Why should one institution average two cents per diem 
The same differences 
are found in the charges for laboratory and other services. 
A part of this may be due to differences in bookkeeping. 
A major part, however, is probably due to different stand- 
ards. In view of this tremendous development of work- 
men’s and the difficulties 
encountered, would it not be highly desirable if a rate 


care, 


per patient and another eighteen ? 


compensation which are 
were determined for certain regions and certain types 
of institutions on the basis of a scientifie study of ade- 
quate hospital service? I beg to submit this as one of 
the important inquiries which could well be carried out 
by the American Hospital Association. 

3efore I close this discussion, I should like to point 
out one more extension of workmen’s compensation, and 
When the 
workmen’s compensation laws were enacted, none of them 
provided for compensation of occupational diseases. This 
dominant idea of the compensation of injuries caused by 
accidents is slowly giving way to compensation of injuries 


that is its relation to occupational diseases. 


which develop as a result of the deleterious effects of 
occupation per se or on account of substances as dust, 
At 
the 
Federal Government which provide compensation either 


fumes, ete., which result from occupational processes. 
the present time, there are twelve states as well as 


for occupational diseases generally or for specitied dis- 
eases. The judicial decisions on the subject of what con- 
stitutes an occupational disease make very interesting 
reading, but it seems that the tendency is toward a further 
and broader recognition of this principle of responsibility 
on the part of industry for diseases as well as injuries. 
This means the extension of the relations of the hospital 
toward the problem of workmen’s compensation and an 
extension along the medical rather than the surgical lines. 
Some consider this development as “state medicine” and 
Whatever it is, it is a far- 


reaching plan of securing proper medical and surgical 


fear its implication. very 
service, and its success or failure lies in the hands of the 
great 


the 


physicians of the hospitals of the country. It is a 
responsibility, and it should be met adequately by 


hospitals, 








Executive Control in the Modern Hospital 


Erle Fiske Young, Assistant Director, School of Social Welfare, University of Southern California 


As long as a social-service enterprise remains small, no 
special technic of executive control is imperative. In the 
smaller organization, an active executive has both time 
and opportunity to make sufficient personal contacts with 
clientele, patrons, and staff, to assure himself that the 
program and policies of the organization are consistently 
and efficiently executed. He will perform personally many 
major executive functions such as employment, training, 
and discipline of the staff; the making of contacts with 
the supporting public and cooperating agencies; super- 
vision of service; the planning and execution of publicity 
and financial campaigns; and the control over expendi- 
tures. Under favorable conditions he will have little diffi- 
culty in keeping himself informed regarding important 
details of administration. 
The Social-Service Administrator 

However, modern social-service organizations have 
grown greatly in magnitude and in complexity of recent 
years. In an increasing number of instances, it is no 
longer possible for an executive, however competent and 
energetic, to attend personally to all executive functions. 
Delegations of many executive responsibilities to subexecu- 
tives is inevitable. Departmentalization is a usual first 
step by which executive functions are delegated to depart- 
ment heads. A number of special executives are likely to 
appear at the same time on the scene: business manager, 
purchasing agent, publicity director, financial-campaign 
manager, and se on. The coordination of the various de- 
partments of a large institution becomes a central problem 
in administration. It is no longer a simple matter to 
make certain that all departments are equally efficient, 
that all are equally observant of the spirit and letter of 
the policies of the institution, and that the highest pos- 
sible degree of cooperation between all units of the organ- 
ization is maintained. 

Executives are generally quite well aware of the diffi- 
culties involved in the executive control of an enterprise 
which has grown so large that relations are to a consider- 
able degree impersonalized, in which responsibilities have 
been delegated and redelegated, and the role of the indi- 
vidual worker has been somewhat highly mechanized. In 
the face of these conditions it has been necessary to de- 
velop a new type of social worker who may be called the 
social-service administrator. To him has fallen the task 
of organizing, developing, and controlling enterprises 
which in point of magnitude, and importance to the com- 
munity, compare favorably with many large commercial 
and industrial enterprises. In many cases, these large 
institutions have developed from rather small beginnings, 
and their executive heads frequently remained with them 
through the transition. Unfortunately, many have been 
too busy with the daily task to reexamine carefully the 
changed character of the executive problem and are seek- 
ing to control large institutions by methods more suited 
to smaller undertakings. The present problem is to sketch 
in the large the fundamental bases of executive control of 
the more complex type of social-service organization of 
which the modern hospital is a notable example. 

Standards, Records, and Reports 

Executive control is effected by setting up and co- 
ordinating three kinds of organization machinery: stand- 
ards, records, and reports. 

1. Standards are necessarily the first prerequisite to 


control. They are the guides by which all activities are 
to be judged. Obviously, they apply to every aspect of 


administration. We probably think immediately of stand- 


ards of service or practice, but are there not also standard 
policies, standards of professional conduct, standards of 
accounting, standards of organization, and so on? It is 
necessary, therefore, that the executive with the coopera- 
tion of his subexecutives and staff should write down, as 
clearly and specifically as possible, all the standards by 
which they are to be governed in their practice. This 
material can then be gathered into a standard-practice 
manual, easily accessible, with which every worker in the . 
organization can be expected to be familiar. The codifi- 
cation of the standards is a prime necessity. 

There is probably no better training in administration 
for both staff members and executives than attempting to 
work out in committees, the standards by which they are 
to govern themselves. The danger, of course, is that some 
paternalistically inclined executive single-handed will pro- 
duce a code for his organization without the participation 
by the staff in its creation. A set of standards which do 
not reflect the attitudes and ideals of the profession may 
look well on paper, but may have little real value as a 
mechanism for executive control. 

2. Records are the second link in the control mechan- 
ism. “Write it down” is being urged upon us with 
increasing frequency. The individual worker finds records 
indispensable for his own purposes, but let us consider here 
only their use as means of executive control. The record 
is, of course, an account of the institution’s work, and 
tells in large measure, what the individual worker has 
been doing. By it the executive can judge in part how 
far the standards of the agency have governed the work 
of individual staff members. Of equal or greater im- 
portance is the fact that the record is the basis for studies 
in administration and for periodical reports. Records of 
the financial operations of institutions have been generally 
well developed, but service records, personnel records, 
records of publicity work, and so on, leave much to be 
desired. The present state of affairs is to be attributed in 
part at least, to the fact that the executive himself has 
not realized fully the use he can make of them for his own 
purposes. 

3. Reports from workers to subexecutives, from sub- 
executives to chief executive, from chief executive to 
trustees, and from trustees to supporting organizations 
and the general public are the order of the day. In some 
communities, reports have become almost a plague, and 
the very word arouses irritation and suspicion. Here 
again, a large share of the difficulty is that report-making 
has been too one-sided. Great pains are taken to prepare 
a report that is never read or put to any practical use. 
If, however, the executive will undertake to analyze the 
reports of his subexecutives and report back to them his 
findings the significance of reports will become imme- 
diately apparent. 

It is no easy matter to determine upon just what 
analytical concepts can best be used in the analysis of 
financial and service records. A great deal of experimen- 
tation is in order at present. However, a competent ac- 
countant can readily suggest many useful unit costs 
which can be secured more or less easily. The cost figures 
need then to be subjected to careful graphic and statistical 
analysis by a trained statistician. Of even greater im- 
portance, is the social statistical study of the clientele, 
the problems they present, the types of services required, 
their seasonal and geographic distribution, and so on. 
To be useful for purposes of executive control, it is neces- 
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sary that reporting be so organized that dne institution 
ean be compared with another, one department with an- 
other, the various territories served with each other, and 
so on. 

What to Look For in Statistics 

The possibilities for comparison are, of course, very 
great and it is quite possible that unwarranted statistical 
refinements may be attempted. It is necessary, therefore, 
that the executive determine upon a certain minimum 
set of ratios, per-capita figures, and rates of movement, 
together with certain census data, which he can use 
effectively as diagnostic clues to the state of health or 
disease, of his institution. It must be remembered that 
this data has to do with three major groups with which 
the executive is concerned: clientele, patrons, and staff. 

Reports should, of course, be periodic if any worth- 
while comparative studies are to be made. The length of 
the period varies with different types of data. Some re- 
ports should be daily, others weekly, or monthly, and 
others yearly. Experience is the best teacher in this 
matter. 

Many social workers have a pronounced antipathy 
against what appear to them to be highly mechanized and 
cold-blooded analyses of social service. Yet probably the 
most successful administrator is he who can diagnose his 
organization difficulties in a dispassionate manner, weed 
out unsatisfactory workers, avoid wastage of energy, and 
funds, and maintain high professional standards of service 
in his staff. 

Business Methods in Social Service 

Again, some social-service workers fear that attempts 
to introduce efficiency methods means the lowering of 
service standards in order to reduce service costs. They 
argue that the production of social service is at this 
point in marked contrast with factory production since 
the fundamental underlying motives are diametrically 
opposite. Constantly improved social service, they argue, 
means necessarily, constantly rising service costs. The 
danger that a misapplication of business criteria to social 
service will occur can most probably be obviated if the 
executive will constantly enrich the program of the insti- 
tution, and will give careful attention to the work of his 
publicity department in selling the expanding program of 
the institution to the community. . 

It is not a difficult matter to demonstrate the great 
power of a well-designed scheme of executive control in 
the hands of a competent executive. The mere adoption 
of a formal system of control, however, does not assure 
success of itself. Capacity for leadership and those traits 
which make a successful executive remain indispensable. 
Yet it is a reasonable hope that with clear-cut methods 
of executive control, both the quantity and quality of 
service may be improved. 

It is perhaps too early in the development of the pro- 
fession of administration to outline in detail the precise 
methods of control. That is a matter for experimentation 
by practical men who see clearly the need for improved 
control methods and who are in position to test out such 
methods in daily practice. 

Efforts are made at all times to create an atmosphere 
in the shops that will be restful and congenial. Wherever 
possible the walls are decorated with paintings done by 
the patients; flowers are to be seen in conspicuous places 
and when general instructions are issued to aides regard- 
ing the deportment of their classes they are posted in 
conspicuous places and worded so that there is an appeal 
to the patient for his cooperation, all of which tends to 
impress upon his mind that we are here to aid him in 
every way possible which in itself alone is therapy of 
lasting benefit. 
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One feature of the work which is often overlooked 
but which has a strong though indirect bearing on the 
actual performance of the work, is the exchange of ideas 
among the different departments. Frequent staff meet- 
ings should be held where ideas are exchanged relative to 
new projects, attitude of patients toward their work, and 
anything else for the betterment of the departments. A 
part of this time may be devoted to making arrangements 
for social activities, which in an isolated post is very 
essential to the efficiency of the personnel for the old 
adage of “all work and no play” applies very forcibly in 
this type of work. This same principle should apply in 
exchanging of ideas among different hospitals and if ar- 
rangements could be made so that aides would be allowed 
occasionally to visit hospitals where the same type of 
therapy is carried on, it would arouse interest and new 
ideas would be obtained which would be of inestimable 
value to each institution, for no matter how small a de- 
partment may be there is a possibility that their method 
of handling patients may be better or they may have 
projects entirely new to us. 

I believe that the aides who spend their working 
hours with this type of patient deserve a vast amount of 
credit for it is all “give” and no “take” unless it be in 
that of duty well done. It is a big thing to us when we 
see some patient with whom we have been working for 
months begin to show signs of improvement in his mental 
condition, and it should encourage us to think of Robert 
Service’s words: “There’s a big work to do and that’s 
why you are here. Carry on; carry on.” 


SEER BSCEM DERE DEM DEER 


THE INFANT JESUS OF PRAGUE 
From the French of Paul Claudel 


The following translation of a poem by Paul Claudel 
has been made by Rev. Charles A. Cavanagh, Chaplain of 
St. Mary’s Hospital, Rochester, Minnesota. Father 
Cavanagh is a very accurate translator and it will be 
found on comparing this English rendeging with the 
original that he has made a very close translation. M. 
Chaudel, well known as a mystic poet is the present 
French ambassador to the United States. 


Ir snows. The great world’s surely dead—December! 

But in the tiny room, dear God, how cozy—bright. 

The fireplace filled up with rosy ember 

Colors the ceiling with a drowsy light. 

Naught hear we save the water simmering soft, 

There on the shelf, above both beds aloft, 

Beneath His globe of glass, with crown on brow, 

One hand holding the world, the other ready now 

To shield the wee ones that to it confide, 

All winsome in His solemn dress and great 

Neath that huge yellow hat in gorgeous pride 

Prague’s Little Jesus rules and reigns in state. 

All lone is He, fore hearth that on Him glows 

Like to the Host in shrine’s deeps hid away 

The Infant God, his baby brother, keeps till day 

Unheard as is the failing breath that goes 

The Eternal Presence fills the room in share 

Alike with all these poor and harmless artless things 

When He’s with us; on us naught of evil springs 

And we can sleep—Jesus our brother’s there. 

For He is ours, and all these things of good: 

The wondrous doll, as well as horse of wood, 

And the sheep are there—here in this nook all three 

And we sleep on, ours all these good things be! 

Drawn are the curtains Down there somewhere 
chimes 

In snow and dark some hour of the times; 

The child in his warm bed with joy can tell 

That he is sleeping—someone who loves him well 

Is there: slightly he stirs, and mumbles out somewhat 

Flings out an arm, tries to awaken, but cannot. 
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Record Keeping’ 


Sister Rose Clare, St. Joseph’s Hospital, Elmira, N. Y. 


: American College of Surgeons, in its standardi- 
zation program, has given to the matter of records what 
might on first thought seem undue prominence. However, 
even a limited study of the subject will show that there 
is no clearer index of the efficiency of the medical service 
of the hospital than the records which it keeps. Hence, 
the American College of Surgeons rightly withholds its 
approval or accords it in proportion to the status of the 
staff in the matter of records. 

Adequate and complete records can be secured only 
through the active direction and interest of the attending 
physician. Perhaps the most important factor in the 
securing of records of any clinical value is the coopera- 
tion and vigilance of the record committee of the staff. 
Very great assistance may be given by this committee 
when it fearlessly censures the delinquent—calmly and 
impartially investigates all records as to cause of death, 
consultation in obscure or difficult eases, and utilization of 
all agencies afforded by the hospital for the scientific care 
of the patient. 

Given a suitable room and equipment, together with 
the personnel necessary for receiving and filing of data 
submitted, solves what might be termed the physical aspect 
of the problem. The mechanical feature of the work may 
be very easily managed with an adequate force of clerical 
workers. However, we all realize that unless we are given 
findings and notations which clearly show painstaking 
study on the part of the physician of each individual 
patient, our records are valueless, 

Every up-to-date hospital has adopted a system of 
records which meets with the requirements of the Ameri- 
can College of Surgeons, but I am sure that we are all 
aware that having done this, only a very meager part of 
our duty is performed. The utilizing by the physician 
of the data — on every record sheet is of great 
importance in the study of the case, and the filing of this 
matter in such a way as to be easily accessible at any 
future time is equally important. 

I think that we all agree that improperly written his- 
tory and physical examination sheets constitute the weak 
As a rule, we find that 
negligence in this matter indicates inadequate time and 
thought on the part of the physician to the study of the 
We find that our busiest surgeons and physicians 
are those who always find time to give all necessary detail 
and to keep their charts up to the minute. It is largely 
a matter of cultivation. of the habit and the realization of 
the value of attention to details. 


spot in many of our case records. 


case. 


At the risk of being dull and uninteresting, I will 
try to outline the work of the record librarian as it is 
followed out in our hospital. The following information 
relative to the patient is obtained on admission: Name, 
address, age, date of birth, birthplace, religion, social 
position, name of parents, name of nearest relative, em- 
ployer, phone number, and doctor in attendance. These 
admission blanks are arranged according to the time of 
entry and numbered. Each morning the information of 
those admitted since the previous day is entered in the 
patient’s register. 

The typist in the record department is required within 
24 hours to send a summary sheet to the chartroom of the 
floor where the patient is located and the doctor in charge 
is required to record his provisional diagnosis, complete 


‘Read at the meeting of the Buffalo Conference of the Catholic 
Hospital 
29-30, 192 


Association at the Sisters’ Fluspital, Buffalo, N. Y., Sept. 
‘. 
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history, and physical examination not later than 48 hours 
after admission. This information may be dictated to the 
historian or written by the doctor himself if he prefers. 
The case history and physical examination of all service 
cases are written or dictated by the intern or resident 
physician. 

We have found it a saving of time and material to 
use a special form for short-time patients, for example, 
emergency cases where the condition may be such that a 
proper history or physical examination is impossible. 

Complaints are sometimes made by doctors that the 
proper blanks are not attached to the patient’s chart, and 
we have adopted the method of keeping on hand made-up 
charts and distributing them to the floors as needed. 

In case a doctor fails to make use of the progress 
sheet, his attention is called to the matter by the floor 
supervisor. By-laws of the staff require that notations be 
made at least three times a week on this sheet. 

To return to the record room. At the same time that 
the summary sheet is typed, an index card and cover for 
each chart are made. Covers are kept in numerical order, 
subdivided into medical, surgical, obstetrical, E.E.N. and 
T. divisions, and kept on file so that when the chart is 
brought to the office it is placed in its respective cover. 
This method insures neat and uniform covers for the 
permanent filing of the chart and ease in finding a record 
for future reference. 

The index ecard referred to bears the name of patient, 
address, register number, attending physician’s name, date 
of admission. These cards are also kept on file in numeri- 
cal order. Once a week complete charts are arranged 
in above-mentioned order and the card corresponding in 
number to the chart is removed from the file and the date 
of discharge, final diagnosis, and prognosis are entered 
thereon. 

The data for our monthly analysis-of-service sheet is 
supplied by these cards. The number of cured, improved, 
ete., are registered in a book and at the end of the month 
totaled and reported to the staff. In addition to the 
analysis-of-service sheet, a classified report of work done 
in our pathological laboratory, X-ray, physical-therapy, 
and operating departments is submitted at the monthly 
staff meeting. The last procedure is the entering of diag- 
noses taken from the index cards under their respective 
headings. Index ecards are then filed away permanently 
in alphabetical order so that any doctor desiring a chart 
can procure it on short notice. 

We have tried to eliminate from our record system 
all unnecessary duplications, adhering strictly to the 
simplest methods that will give us all that is essential. 
A problem which is demanding much of our attention at 
present is that of securing attending physician’s signature 
and final diagnosis and prognosis before the patient leaves 
the institution. Charts which are incomplete in this 
respect are placed in a section of a file reserved for this 
purpose in the general office and a notice posted weekly 
in the doctors’ coatroom, giving the names of delinquents 
and the number of charts for each. Should the doctor 
fail to respond, his attention is called to the matter by 
the record librarian. Doctors who are notably negligent 
in this respect are checked up by the chairman of the 
record committee. If this is not effectual, the extreme 
penalty of request of resignation from the staff is threat- 
ened. Some hospitals have a ruling that no patient be 
permitted to leave the hospital whose chart is incomplete. 

















We would like to hear from any members of the associa- 
tion who have secured good results from this ruling. 

The use of material afforded by our records for dis- 
cussion at the monthly staff meeting brings to the atten- 
tion of the indifferent member the vital importance of 
well-kept records. We should hold up the ideal set by 
the American College of Surgeons and point out that a 
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staff position is honorable and desirable in proportion 
to the excellence of the hospital. As there is no other 
way to estimate the standing of the hospital staff, save on 
the basis of records, the clear and logical conclusion is 
that the doctors must be willing to cooperate or be sat- 
isfied with home and office practice without hospital affilia- 
tion or privileges, 


Occupational Therapy for Neurotic and Psychotic 
Patients 


Lee R. Payne, Chief Aide, U.S.V.B., U. S. Veterans’ Hospital, Perry Point, Md. 


OcccupaTIoNnAL therapy as a treatment for neurotic 
and psychotic patients in government hospitals is reaching 
a plane where it may well be considered as necessary as 
any prescribed treatment for individuals of this class and 
is considered by many far more productive of results than 
most other treatments. 

To those whose only knowledge of occupational 
therapy is from observation or hearsay, the application of 
this form of therapy probably looks very simple for, 
“surely,” they will say, “it cannot be so difficult to show 
them how, and when once shown, just let them get at it,” 
but they do not realize the innumerable difficulties 
encountered. 

It has always seemed to me that, aside from a knowl- 
edge of craftwork, one must have at least three well- 
developed characteristics in order to become a successful 
aide, namely, insight, patience, and resourcefulness. 
When a patient is first contacted by the aide, it is found 
that he will differ in his behavior as much as any other 
individual differs in his likes and dislikes, general ability, 
habits, ete., and all of these have a great bearing on the 
success of the future application of occupational therapy 
because it is very necessary that a study be made, as far 
as practicable, into these various phases of the patient in 
order that an intelligent argument may be used to get 
him interested in something that will take his mind, 
pleasantly, from his ailment, whether fancied or real. 

After this has been accomplished, it will require a 
vast amount of patience and perseverance to keep him 
interested, for the patient will become restless and a new 
phase of the work must be presented in order to keep up 
his interest. Perhaps a new design, more attractive mate- 
rials, or a complete change of project must be offered and 
it is here that the resourcefulness of the aide is brought 
into play. A good example of this came under my ob- 
servation in the case of a dementia praecox in a former 
hospital. He was taken into the basketry class without 
any special effort having been made to look into his former 
occupation, until during one of his more lucid moments, 
he stated he was an auto mechanic. He was given a trial 
in the shop and showed a remarkable improvement and 
within seven months was discharged so much improved 
that he was able to hold a position as foreman of an auto- 
mechanics shop in a nearby town. 

In order that therapy of this nature may be applied 
to the best advantage, a certain amount of individual 
attention must be given so that the project does not be- 
come mechanical. Show the patient a new design perhaps 
a little more difficult and later, when vour resources’ have 
become exhausted, transfer him to another class where he 
may take up entirely new projects. In this respect, care 
must be taken not to allow the patient to become a wan- 
derer for this will lessen the therapy of concentration and 


his interest will begin to lag. 


So often we hear it said that so long as a patient is 
occupied, that is sufficient. This is by no means so in a 
majority of cases for it is found a patient takes far more 
pride in a well-made article than a poorly made one, and 
in work suitable to his interest and ability and to his 
physical and mental condition. 

The administration of occupational therapy does not 
stop at keeping the patient busy. Watch his personal 
appearance. This perhaps should be the attendant’s job 
in the larger sense, yet the aide may exercise a great deal 
of influence by first gaining his confidence and calling 
attention to his appearance, his language, respect for those 
in authority, and a thousand and one little things as they 
come under his observation. 

It is believed that the time will come when greater 
stress will be laid on outside activities, for experience has 
shown that a patient will improve much more rapidly 
both mentally and physically (there are many cases where 
with mental im- 
provement), when engaged in outdoor projects. This is 
especially true during the summer months for at a hos- 
pital of the size of the one at Perry Point, there is oppor- 
tunity for accomplishing a vast amount of work, such as 
farming, chicken raising, gardening, both vegetable and 
landscape, which can be done by the patients, thereby 
serving a two-fold purpose—a big help to the patients and 


physical improvement is synonymous 


a considerable saving to the government in their care. 

In our hospital, we try as far as possible to get the 
patient started in a project in which he is interested and 
our aides are instructed to watch his reaction and if un- 
favorable, he is tried out in some other department. This 
action is taken particularly in our “kindergarten class” 
which than 80 
different men during the day and consisting of patients 
who are unable to do anything but the simplest sort of 


is necessarily large, averaging no less 


craftwork, such as sandpapering, winding yarn, and other 
kindergarten activities. Here is the best field for the 
resourcefulness of the aide in being quick to discover the 
latent qualities and develop them so that the patient may 
eventually be placed in the department which best suits 
him. Here, too, is an opportunity to administer occupa 
tional therapy in the form of habit training as most of 
the patients are very deteriorated and as soon as a little 
pride in their personal appearance is aroused, a big open 
ing is made for more advanced therapy. 

Another thing that we encourage is the coordination 
of the different departments in this work. For instance, 
a bundle of unsewed rags are sent us. They are turned 
over to the kindergarten class and there is someone who 
will sew them for the rug department; trays are sand 
papered for the basket class, giving them a much finer 
appearance than they would have otherwise. The wood 
working department turns out stands and bases for the 
reed class. Each patient is taught to take care of his 
unfinished work at night, clean up his table and put away 
the tools he has been using. 








OUR LADY OF THE LAKE SANITARIUM, 
BATON ROUGE, LOUISIANA 

New Physical-Therapy Department 

A MONG the several new improvements made at Our 

Lady of the Lake Sanitarium, Baton Rouge, La., is a 

modern, well-equipped physical-therapy department, which 

is the only department of this particular kind in Baton 

Rouge. 

A high-frequency machine, a quartz lamp, etc., with 
the various fittings for each machine, constitute the 
electrotherapy department, while the hydrotherapy de- 
partment consists of an electric exercise and reducing 
machine, electrical-cabinet baths, a variety of showers 
and spray baths, also massage and shampoo tables, vari- 
ous arm, leg, and foot baths, electric blankets, fomenta- 
tion tanks, etc. 

In the latter department patients receive various 
packs, salt glows, massage, etc., and also eliminative 
treatment and fomentations. This department is under 
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the supervision of a staff well trained in this particular 
work, making the department a great aid in combating 
the diseases and ailments of the many patients who come 
to the institution for treatment. 
Other Improvements 

Other improvements recently made at Our Lady of 
the Lake Sanitarium include additional equipment in the 
nursery and obstetrical rooms, and the central diet 
kitchen, and the beautifying of the grounds surrounding 
the hospital. 

Entertain Nurses’ League 

On Oct. 25 the Louisiana League of Nursing Educa- 
tion held its third annual meeting at Our Lady of the 
Lake Sanitarium. The officers of the league for the past 
year were: President, Mrs. Annie L. Smith, R.N., Our 
Lady of the Lake Sanitarium, Baton Rouge; vice-presi- 
dent, Miss Stella Stewart, R.N., Highland Sanitarium, 
Shreveport; secretary-treasurer, Mrs. Anna W. Crebbin, 
R.N., Charity Hospital, New Orleans; board of directors, 




















OUR LADY OF THE LAKE SANITARIUM, BATON ROUGE, LA. 


ELECTROTHERAPY DEPARTMENT. 
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OUR LADY 
OF THE LAKE 
SANITARIUM, 
BATON ROUGE, LA. 
The bus, a gift of the 
ladies of Baton Rouge, 
makes regular trips on an 
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hourly schedule between 
the city and the hospital. 
Thus the hospital, which is 
located outside the city, en- 
joys suburban quiet and is 
brought right to the door 
of the city. 
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Mother De Bethanie, R.N., Our Lady of the Lake Sani- 
tarium; Sister M. Baptista, R.N., Schumpert Memorial 
Hospital, Shreveport; Sister M. Evangelist, R.N., Mercy 
Hospital, New Orleans, Miss Julie C. Tebo, R.N., Louis- 
iana Nurses’ Board of Examiners. 

The program for the afternoon included: An invo- 
cation by Rev. Thos. Colbert, St. Anthony’s Church, Is- 
trouma; address, Col. A. T. Prescott, Louisiana State 
University; The Merit System, Louise Kirkland, O.L.O.L. 
Sanitarium; Opportunities for the Graduate Nurse in Col- 


Happy 


‘io good nurse, the experienced hospital superintend- 
ent, is very much concerned, and rightly so, to see that all 
the patients have all they need. As the superintendent 
walks through the hospital, if any patient seems to be in 
distress or in want of anything essential, the superintend- 
ent at once takes measures to supply what is wanted. Yet 
there is one need which is so often overlooked and so 
commonly neglected that even the shrewdest superintend- 
ents seem too little aware of its very existence. We mean 
the need of adequate nourishment for the patient’s mind. 

Those who have themselves had the experience of lying 
for days and weeks together in a hospital bed, staring at 
the wall, may recall the hunger of the mind which made 
them restless and uneasy. The patient is taken out of 
his normal, customary surroundings and is put into a 
situation where there is little of pleasant distraction and 
much of painful monotony. He or she, as the case may 
be, has probably been accustomed to lead an active life. 
We do not realize, in the give-and-take of every day, how 
many ideas come to our minds, how many interests and 
preoccupations we have in our ordinary daily work. 

The fact is, however, that the mind is constantly busy 
with something during all our waking hours. The people 
we see, the remarks they make, the news they tell, the 
papers we read, the work we do, the recreation we seek, 
these things give a continual train of new thoughts to the 
mind. This is especially true of what we read, for books 
are deliberately intended to nourish and feed the thoughts. 
But when a man or woman falls ill and goes to the hos- 
pital, if the illness is not so serious as to dull the mental 
faculties, the poor mind soon gets hungry. In place of 
the pleasant, various scenes of every day, here we are 
within four walls, with a very limited contact with the 
outside world, and with very few people to talk with us 
or to entertain us. The consequence is that the mind falls 
back on itself, becomes introspective and reviews its own 
thoughts. Many an uneasy restless patient who turns to 
and fro, is suffering not so much from pain of body as 
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lege, Dr. Ellen A. Reynolds, Head, Department of Home 
Economics, Louisiana State University; Round Table, in 
charge of Sr. M. Kosta, R.N., Charity Hospital, New Or- 
leans. The subjects discussed were: Work of the Grading 
Committee, Miss Tebo; Report of Committee on Curricu- 
lum, Miss Smith; Case Records, Miss Fletcher; Affiliation, 
Miss Filgo; Miscellaneous Problems, general discussion. 
After the program and business meeting the delegates 
enjoyed a dinner at 6 o’clock and a musical concert at 7:30. 


Minds 


Garesché, S.J. 


from this hunger of the mind, used forever to new and 
interesting food. 

The hospital attendants and workers, busy each one 
with his or her own particular works and responsibilities, 
think very little of the state of the patient’s mind. They 
hardly stop to ask themselves what the patients are think- 
ing of, so long as they remain in bed and keep moderately 
quiet. Some hospital workers go through a whole life in 
active hospital service and never really bring home to 
themselves the need of mental care and mental nourish- 
ment for the patients. This is natural, perhaps, but it is 
not nice nor right. Every human being ought in justice 
be treated as a human being, a being that is made up 
both of body and of soul. To neglect the mind is a sort 
of cruelty, because it sometimes causes more intense suf- 
fering than the neglect of the body. People can often 
face physical pain more courageously than they can face 
the hunger and gnawing of the mind, used to the daily 
food of interesting thoughts and condemned to eat itself 
out in worry, because the body is confined to the bed of a 
hospital. 

But some one may say, “How can we help this hunger 
of the mind?’ What particular means is at hand for 
satisfying this yearning for new thoughts. The simplest 
answer is to point to the whole world of books, many of 
them filled to overflowing with the sort of food which the 
patients’ minds require. Every hospital ought to be abun- 
dantly supplied with just the right sort of reading matter 
for patients, books that are interesting and cheerful, not 
heavy or dull, books that are wholesome, bright in their 
outlook, full of mental energy and cheer. Every hospital 
worker ought to know something, at least, about what to 
offer and recommend to patients, in a word about the 
science of mental dietetics. Very often the mind of the 


patient craves light, interesting fiction, and the reason for 
this is not far to seek. 
stantly occupied. 
gives a refuge from the realities of life. 


Fiction keeps the imagination con- 
It cheers up the mind, and above all it 
Many a patient 
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who is suffering, downhearted, miserable, can spend some 
happy hours of self-forgetfulness quietly reading the right 
sort of story. But these stories ought to be carefully 
selected and not given at random. They ought to be inno- 
cent and pure, for it is a shocking thing to feed highly 
flavored and highly scented filth into the mind of the 
patients, under the guise of amusement ; and too much of 
the so-called light literature of the day deserves all too well 
to be thus described. 

But there are many excellent books of light fiction 
which are, at the same time, amusing, and still full of true 
principles, of fine feeling and of good thoughts. It is 
your duty, as a hospital worker, to know the difference, 
and to be able to advise and help your patients to choose 
the nobler sort of light literature. No one, in a lifetime, 
could read all the books that deserve to be read; and this 
makes it doubly wrong to let the patients read poisonous 
stuff that should never enter any human mind. 

But, besides the reading of light literature, some pa- 
tients crave for interesting biographies, for pleasantly 
written history, for books of a slightly more intellectual 
turn. The essayists and poets provide a rich store of 
English writings which appeal to more intelligent people. 
Since the hospital gathers in every sort of individual, from 
the utterly uneducated to the highly cultured, so the hos- 
pital worker ought to be able to judge what sort of read- 
ing will suit each one. Especially during the quiet hours 
of convalescence there are some precious opportunities for 
really improving the mind, by the right sort of reading, 
and the hospital worker who is worthy of that high calling 
will take an interest in each case, and try to suggest what 
is best or what is likely to be most acceptable and useful 
to each mind. 

Finally, there are some patients who would like very 
much to receive some of this mental cheer and nourish- 
ment, but who for one reason or another cannot read for 
themselves. Surely, every hospital worker who has a real 
love for the sick and a really tender sympathy for their 
needs, will be willing to read to them from time to time. 
That same considerateness which will prompt such a serv- 
ice will also urge the hospital worker to cultivate a pleas- 
ant, well modulated, interesting tone of voice, by means of 
which the patient may be cheered and helped to take an 
interest in what is being read. Even the most beautiful 
literary productions sound harsh and dull when read in a 
monotonous, unpleasant tone of voice, and the simplest 
bit of reading may be made beautiful and pleasing by the 
use of a tone which is cheerful, melodious, intelligent, and 
expressive. 

It is true that we have been urging, and still shall 
continue to urge, that in each hospital of any importance 
there should be a mental dietitian, an official in the hos- 
pital whose whole, or principal task, it will be to supply 
good reading to the patients and all the hospital personnel. 
But this does not mean that the other hospital workers 
will be excused from all responsibility. On the contrary, 
the existence of such an official ought to be a stimulus and 
an incentive to all the hospital workers, each to do his 
or her part to cooperate in such a splendid and helpful 
work. No one person can do everything required and, 
therefore, every hospital worker ought to feel a duty to 
learn as much as possible about mental dietetics, to culti- 
vate a prudent judgment, and to gather a fund of right 
information so as to be able to give good advice, and 
finally to be willing to read aloud when time allows. The 
happiness of the patients, their mental cheer and content- 
ment, depend as much on this feeding of their minds as 
does their physical condition upon their bodily food. We 
know that the mind reacts on the body, and that mental 
cheer and courage have a great deal to do with the speedy 


cure of disease. 
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RESEARCH FACILITIES AND “DAYLIGHT” FOR 
HOSPITAL 


St. Joseph’s Hospital, Milwaukee, Wis., to Cost $3,000,000 


St. Joseph’s Hospital at Milwaukee, Wis., grew out 
of the charitable work of four Franciscan Sisters who came 
to Milwaukee from St. Louis in 1879 to nurse the sick 
in their homes. At present the hospital can accommodate 
120 patients and conducts a school of nursing. For some 
time patients have been turned away for lack of room and 
now a campaign to raise $3,000,000 for a modern research 
hospital which will add at least 500 beds to the city’s 
present inadequate supply. 

The plans prepared by E. Brielmaier and Sons cal! 
for a building of seven stories and basement, nurses’ 
home, power plant, laundry, etc. The whole will occupy 
four square blocks. The new building will be a fireproof 
structure of the latest cut-back type with wings like the 
spokes of a wheel. 

The wards will be small, containing not more than 
four beds each. There will be plenty of two-bed wards. 
Single-patient rooms with private bath will insure a great 
deal more privacy than St. Joseph’s has been able to give 
heretofore. The children’s section with a large number 
of beds, has been arranged for with all necessary appliance 
for curing physical and mental infirmities. The latter 
department will be a special feature of the new hospital. 

The obstetrical department will be complete in every 
respect on a special floor with necessary isolation. The 
department will include nurseries, solaria, isolated rooms, 
and other modern items. 

St. Joseph’s proposed new Research Hospital and 
Foundation will also maintain a thoroughly efficient in- 
dustrial-therapy department. It is also planned to con- 
tinue the frequent diagnostic, corrective, and treatment 
service in the new building, which has been in operation 
at St. Joseph’s for many years—a community service 
which is of real service to the people such as infant wel- 
fare, social service, and an educational department to 
teach the people how to live and be well. 

The hospital laboratory work will be divided into two 
departments: 

Clinical—where patients are given blood tests of vari- 
ous kinds and the excreta examined, and all chemical, 
bacteriological, pathological, and other tests are made to 
make a correct diagnosis. There will be special rooms 
devoted to basal-metabolism study. 


Research—a separate branch, will consist of the most 
modernly equipped laboratories for that purpose. The 
hospital will not be satisfied merely to duplicate the great 
laboratories of the east, but it is their aim to have the 
best that can be obtained. 


The nurses will have a separate and detached home, 
with individual sleeping rooms and big living, recreation, 
and nursing-school quarters. 


BBBHSBBBSBBBSG IPI BPI TD 
NURSING WITH CHRIST 


“Amen I say to you, as long as you did it to one of 
these, my least brethren, you did it to me.” 
Go forth, O nurse, to help and heal, 
Like Christ in doing good. 
Deem not thy calling, great, ideal, 
Mere means of livelihood. 


This earth is one vast hospital, 
A synthesis of pain; 

Thy task, to help men, one and all, 
And thus Christ’s blessing gain. 


Seek not reward from thoughtless men, 
For sacred duty done; 

Thy Lord who healed the lepers ten, 
Was thanked by only one. 


Thy hands the loathsome needs must touch, 
Yet make thy heart a shrine, 

Pure as the snow, for men know such 
Was Christ, and Christ is thine. 


Sealed with the seal of Christ the King, 
Be of thy works the least; 
Unstained to Him, thy off’ring bring 
Of healing, like a priest. 
—J. R. Melvin, C.Ss.R. 
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Che Medical Missions | 


The Catholic Medical Mission Board is affiliated with the Catholic Hospital Association. | 
Dorothy J. Willmann, Secretary, 25 West Broadway, New York City. 5 













THE SOCIETY OF CATHOLIC MEDICAL 
MISSIONARIES 
Brookland, Washington, D.C. 

The Society of Catholic Medical Missionaries was 
founded two years ago with the approval of His Grace, 
Archbishop Curley of Baltimore. The headquarters of the 
society are near the Catholic University of America in 
Brookland, Washington, D.C. The society now has four 
members and six candidates. Among them are three 
woman doctors, five nurses, one laboratory technician, and 
one candidate trained in health-promoting activities. 

One wing of the first hospital of the society in India 
is completed and will be opened early in 1928. It is 
certainly a great opportunity and also a great task for 
three young women to start a hospital in a foreign land 
in a city where there are no white people, only Mahome- 
dans, Hindus, and Sikhs. The chapel with the first Taber- 
nacle in the city, will be the parish church for the 
handful of Catholics who are all outcastes. 

Dr. Joanna Lyons, a graduate of the University of 
Chicago, left a year ago to take charge of a zenana hos- 
pital in the cantonments of the city, to learn the ways 
of dealing with the natives and to supervise the medical 
part of the building of the new hospital. Our first two 
nurses are on the way to join her and begin work early 
in 1928. 

Sister Mary Laetitia graduated from Bellevue Hos- 
pital, New York, in 1925 and joined the society soon after. 
In the spring of this year she went to London to take a 

















SISTER M. LAETITIA, R.N., AND SISTER AGNES MARIE, R.N., 
MEMBERS OF THE SOCIETY OF CATHOLIC MEDICAL 
MISSIONARIES WHO HAVE BEEN ASSIGNED TO 
WORK WITH DR. JOANNA LYONS IN INDIA 


for equipment. St. Mary’s Hospital, Rochester, Minn., 
and St. Mary’s Hospital, Cincinnati, Ohio, helped us sub- 
stantially. Instruments, basins, dressings of all kinds, 
charts, a very good operating table, indispensable odds 
and ends too numerous to mention were among the articles 
donated by these two hospitals. We can never sufficiently 
express our gratitude to them for helping us to make 
a start. 

Several hospitals also sent in a donation and a few 
subscribed to our new magazine, “The Medical Mission- 
ary.” We thank the Sisters very heartily for their co- 
operation and we tell them frankly that we rely on their 
continued interest in helping us to promote the care of 
the sick in mission countries. Many Sisters still remem- 
ber their struggles in their pioneer days and how every 














NATIVE NURSES AT ST. MARTHA’S -HOSPITAL, little helped, so they can realize our need and our appre- 
BANGALORE CITY, INDIA. ciation. 
six-months’ post-graduate course in obstetrics in the Anybody interested in helping or in knowing more, 


please communicate with Dr. Anna Dengel, Society of 
in St. Catholic Medical Missionaries, Brookland, Washington, 
D. C. 


Queen Mary Maternity Hospital. 

Sister Agnes Marie finished her training 
Joseph’s Hospital, Dubuque, Iowa, in 1921. She was also 
one of the original four members of the society. Thanks Ps ston aahoder adh ieumaine ‘Slaimiee Sei Ne 
to the kindness of the Sisters of Charity of Providence aula nom the "Catholic “Medical ‘iesion pm agg BF | 
Hospital, Washington, D.C., she was able to learn ether course, it is one of those many good works which the Catholic 


anaesthesia and get some experience in pharmacy work. Medical Mission Board was organized to serve. While the Cath 
4 st olic Medical Mission Board seeks to aid all missions medically by 

The Sisters left London together on Nov. 15, and supplying professional personnel, hospital and dispensary equip 
reached Ceylon early in December. Their destination in ment and medicaments. ond by gn ey my pH medically 
h ‘ th of Indi 2 toht-davs’ jour , from before they leave for the field, or, according to its constitution 
the very north of India was an elg’ ays journey ir “to link Catholic Americans to Catholic Medical Missions and there 
Ceylon. by to promote the Apostolate of Medical Missions.”” the Society 
: ° . . of Catholic Medical Missionaries aims at enlisting qualified women 
Nine cases of hospital supplies were sent from nurses. doctors, and others, training and preparing them for 


America. Early in the year 1927 we made an appeal medical mission work, and sending them out into the field. 
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TWO LETTERS FROM ST. MARTHA’S HOSPITAL 
Bangalore City, British India 

The first contributions in kind were received from the 
Catholic Hospital Association in June of this year, dis- 
patched in two packages by the executive secretary. 
They contained many and useful things which were re- 
ceived with great joy by our doctors and staff. They 
join me in thanking the committee of the C.M.M. Board 
and everyone who contributed towards the consignment. 
The Sisters and their charges offer up prayers in order 
to draw down God’s blessing on each kind benefactor. 

The instruments, etc., are a great acquisition to our 
yet inadequately equipped hospital and we feel more con- 
fident than ever, that the other articles on the list, I have 
submitted on two former occasions, shall also be supplied 
ere long. We have already an inkling that a microscope 
may be the next item that comes to us. What joy! 

The inclosed photo represents the “Priests’ Quarters” 
by which name it is known far and wide. The original 
building was opened in 1908 and consisted only of one 
story. Very soon, however, it became too small to ad- 
mit all the sick missionaries who needed medical treatment 
and care and it was imperative to enlarge it. At the 
beginning of the year 1927 a second story with six addi- 
tional rooms was added with a little chapel where the 
sick and convalescent priests were able to celebrate the 
holy Sacrifice of Mass, and on the feast of Sts. Peter and 
Paul, His Lordship, our much revered Bishop, in company 
with a large number of priests, solemnly blessed this new 
addition. That the idea of having a separate building 
for sick priests is much appreciated, is proved by the fact 
that its rooms are nearly always occupied by sick mis- 
sionary priests and bishops who come to St. Martha’s 
Hospital in their sickness from all parts of India, Ceylon, 
Burma and even farther-off mission fields. And that the 
care and treatment is a boon to many is shown by the 
extract from a letter which appeared in the “Catholic 
Leader,” a weekly paper published in Madras, India, and 
which speaks as follows: 

“Under ‘diocesan news’ will be found an interesting 
article dealing with St. Martha’s Hospital, Bangalore, 
City, to which many of us in Madras owe a debt of 
gratitude. The hospital has always been ready to help 
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THE CHAPEL ON CHRISTMAS DAY, ST. MARTHA’S HOSPITAL, 
BANGALORE CITY, INDIA. 























CHISTMAS CRIB AT ST. MARTHA’S HOSPITAL, 
BANGALORE CITY, INDIA. 


sick priests in the day of illness for a modest sum. So 
many of the clergy have found a real home in St. Martha’s 
Hospital. The sympathy, care, and unselfish attention 
bestowed on the patients by the unwearying Sisters of 
the Good Shepherd call for a recognition of their goodness 
and most devoted labors. It is but right and just to 
recall here as an instance the medical relief afforded to 
Rev. Father Merkes of this diocese by St. Martha’s Hospi- 
tal in his dire sickness. We all remember his last message 
to us, expressive of his satisfaction, gratitude, and peace 
found in that hospital: ‘Tell our priests it is sweet to 
die.’ Surely no greater tribute can be offered to the great 
work of the Sisters of the Good Shepherd than that act 
of deep-felt gratitude of a dying priest. If possible we 
should do something substantial to show our apprecia- 
tion of the fine devotion of the Nuns who, it will be seen 
from the ‘article’ are greatly embarrassed for lack of 
funds to keep the hospital going in a manner commensu- 
rate with its ever-expanding wants.” 

Taking care of the sick missionaries is surely a 
laudable work, since missionary work cannot get on with- 
out missionary priests, and if their health is impaired 
by hard work, privation, or a tropical climate, they need 
a place where they find the care and rest needed to recruit 


‘their health. 


A second photo may perhaps be of interest to the 
readers of HOSPITAL PROGRESS, as it represents two 
Indian nurses in “mufti.” The one on the left is a con- 
vert from paganism. According to the Hindu custom she 
was given in marriage as soon as she came of age, 14 
years. Having attended the Sisters’ school when a child 
she had learned much about the Catholic religion and had 
always evinced a desire of becoming a Christian. This, 
however, was put out of her reach by ‘marrying her to 
a pagan man. She, after a few years was determined to 
follow the dictates of her conscience and in spite of every 
obstacle carried her intention out. She went back to the 
Sisters to be instructed and baptized. Her husband and 
family tried by good and by bad means to make her give 
up her project, and she had to suffer much hardship and 
ill treatment; eventually they disowned her. In order to 
supvort herself she graduated as a nurse and she is indeed 
a skillful, good, and conscientious worker and renders 
great service in nursing the sick and as a compounder. 

















Her greatest happiness is to be allowed to work with the 
Sisters and give her services free. 

The nurse on the right is an orphan and has been 
with us for many years. She makes herself most useful 
in every department of the hospital. Her delicate health, 
however, obliges her many times to give up her duties 
and be nursed herself. When on duty these Indian nurses 
wear a white apron and cap. The cloth they wear so 
gracefully draped round their body is also in white when 
at work. The black spot on the forehead is a part of 
the toilet of the Indian girl and is carefully replaced 
after each wash. A pretty little ornament of some glim- 
mering stone is on the right nostril; these with flowers 
in the hair are the ornaments of which an Indian is 
proud. The services of these willing helpers are very 
gratefully accepted, as the work among the 300 to 400 
patients treated daily in St. Martha’s Hospital is heavy 
and we can, owing to our low finances, ill afford to engage 
paid nurses. Besides the Indians are most simple in their 
mode of living. The clothes, food, and lodging they are 
content with would never do for white people. The work 
increases much as we had a great number of typhoid cases 
of late, in fact every ward has three or more almost con- 
tinually. Pneumonia is also prevalent among the Indians. 
Their bad housing and the temperature that varies almost 
from hour to hour, and chiefly their being so under- 
nourished, seems to be the causes of it. 

In conclusion I wish to thank all who have our needs 
in mind and send them kindest regards from the staff and 
patients of St. Martha’s Hospital. 

—The Superior. 


Thanks for the Microscope 
St. Martha’s Hospital 
July 12, 1927, 
Rev. E. F. Garesché, S.J. 
Editor “Hospital Progress.” 
Dear Reverend Father: 

I should deem myself most ungrateful were I to let 
the Holy Season pass by without sending your Reverence 
our sincere greetings. May the Divine Babe in The Man- 
ger pour out upon you His rarest treasures of joy and 
peace, the fruits of His Blessed Birth, and may He Bless 
and prosper your every undertaking with success. 

I am inclosing a photo of ore of our Indian boys 
bravely riding on what was once a living tiger; he wishes 
to convey our greetings to the members and all interested 
in the Catholic medical missions and to convey to them 
the prayerful thanks of the Sisters, staff, and patients 
of St. Martha’s Hospital. 

A picture of the hospital chapel where the Catholic 














BUILDING FOR SICK MISSIONARY PRIESTS AND BISHOPS, 
ST. MARTHA’S HOSPITAL, BANGALORE CITY, INDIA. 


patients with the Sisters and staff find Jesus dwelling 
in the Tabernacle is also inclosed and two different pic- 
tures of the “Crib” which is every year prepared with 
some variation each time. I should very much like to 
have our “greetings” and “thanks” conveyed to the kind 
friends who helped our work during this closing year. 
In my letter to your Reverence of October last I told you 
of the two packets of useful medical appliances and in- 
struments that were sent us. This time I have to tell 
you of even a greater joy. Think of it; the so eagerly 
coveted and long-prayed-for “Microscope” has at last 
arrived. A beautiful perfectly new Spencer’s microscope, 
with all needful accessories has been sent us prepaid by the 
good Franciscan Sisters of St. Mary’s Hospital, Racine, 
Wis., U.S.A. How happy our doctors are to have such 
a treasure. No more need for beegine here and there 
for the loan of this instrument. We are deeply grateful 
to the good Sisters. We doubt not but that during the 
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A BRAVE BOY. 


From the Land of Tigers, the Sisters, staff, and patients at St 
Martha’s Hospital, Bangalore City, India, send kind greetings and 
prayerful thanks for the generous help received during 1927. 


year 1928 other items on the list I have sent you of 
necessary articles will come to us. The “Little Flower” 
will see to that, as a copy of the same list is still in the 
petition box near her statue. Only the microscope will 
be struck off. 

We were lucky this year in securing the services 
of two young medicos, as the work is too much for the 
medical officer in charge and his three assistants. These 
two new doctors gladly work free of charge in return 
for the experience they gain here among the many and 
varied cases of all kinds of diseases. (The number of 
patients has risen much above 40,000 during the year.) 

On July 28, our hospital was favored by a visit from 
Her Excellency, Lady Irwin, on the occasion when Lord 
Irwin, the Viceroy for India visited Bangalore. We felt 
a satisfaction that she should have included a Catholic 
hospital, the only Catholic hospital here, in her many 
visits to various institutions put on the program during 
the short stay of barely three days in Bangalore. This 
is what Her Excellency wrote in our visitors’ book: 

“It was a real pleasure to me to visit St. Martha’s 
Hospital today, and be shown everything by the Rev. 
Mother Superior and the medical officer in charge. 

“There is a homelike atmosphere and at the same 
time one is conscious of a great efficiency in the hospital, 
and I could realize a little of the devoted work given by 
the Mother Superior and the Sisters. 

“T congratulate the doctor and all who are working 
in the hospital on the splendid work they are doing and 
I hope it may long continue to prosper in the future.” 
—Dorothy Irwin. 

It must surely be a source of satisfaction to those 
who help to maintain this work to know that it has the 
appreciation not only of the poor but also of those in 
authority personally, such visits are not needed for the 
happiness of the Sisters. They work for the Master, and 
His approbation alone counts, since it is His work they 
are doing, and nothing short of the best of service must 
be given to it, still the hospital gains in prestige by the 
acknowledgment and appreciation of visitors in such an ex- 
alted position, and it is apt to inspire confidence in the 
work the Sisters do among the pagans, chiefly among 
those of the higher classes. 

The opportunities of a Catholic hospital in a pagan 
land are indeed great for effecting good among the poor 
suffering Indians and the harvest has again been rich, 
but could be but partly gathered for want of laborers 
and means. As it was in the time of our Lord so it is 
now. We must pray that the Lord send laborers into 
His vineyard. 
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Our secular nurses have just completed their three- 
day annual retreat conducted by one of the Jesuit Fathers. 
They are full of fervor and zeal for the good of their 
patients and render us great help in our work. We are 
counting on your good will again, dear Rev. Father for 
the coming year. We are aware that we owe you a great 
debt of gratitude and we would offer you our grateful 
thanks and our humble prayers in return. 

Your work is a great and noble one and by fostering 
the help of maintaining and bringing into existence 
Catholic mission hospitals you are the means of bringing 
countless souls to God. 

Wishing you again the compliments of the season 
and begging your blessing and holy prayers that we may 
be able to do still more good in the year 1928 than we 
were able to record during the ending one, I remain, 

Yours very gratefully and humbly in Christ 
Sister M. Euphrasia de M. 
For Rev. Mother Superior and the Sisters of St. Martha’s 
Hospital. 
Hospital Oasis of Mercy. 

The Holy Angel Convent in Kumbakonam, South 
India, has been characterized as an oasis of mercy. Sister 
M. Frances reports many interesting and unusual cases 
in the work carried on by the Sisters. “People come to 
the hospital in the most unexpected way,” says Sister 
Frances. 

“A few months ago a woman was brought to the 
hospital by a man in a bullock cart. The driver almost 
had to lift the young woman down she was so ill. Sister 
Theophane asked, ‘Is this a patient?’ The man replied, 
‘She’s for you,’ and mounted to his cart and drove away 
without asking for his fare. Forty-eight hours later the 
patient died, after having accepted the truths of Christian 
faith.” 

Recently two Sisters from the hospital working in 
an adjoining town discovered a starving woman and two 
children in the road. The Sisters took them to be fed. 
The little girl of ten grew anxious while the meal was 
being prepared and kept running back and forth to make 
sure the Sisters did not break their word about food, 
she was in such a starving condition. After an hour by 
train journey to the hospital little could be done to save 
the dying mother. She welcomed instructions from the 
Sisters. The next day the Chaplain baptized her, on what 
was really her dying day. The boy who was seven years 
old tried to cheer his mother, and said, “Don’t cry, this 
Sister will be our mother after you are gone.” “And 
you?” questioned the Sister of the little girl who was 
silent. “Won’t you be my mother too?” she said coming 
closer to the Sister. 

Likes “The Patient’s Book” 

Father Garesché has recently received the following 
letter from a patient in the Mary Immaculate Hospital, 
Jamaica, Long Island, in which he speaks about the bene- 
fits received from “The Patient’s Book.” 

“T have just finished reading ‘The Patient’s Book’ of 
Mary Immaculate Hospital, Jamaica, L. I., N. Y., and wish 
to let you know how interesting and educational I found 
this little book. I am sure it has made me more appre- 
ciative of what the hospital has done for me and has also 
broadened my understanding of the good work being car- 
ried on in the Catholic hospitals in this country. 

“T found the prayers in this little book very beauti- 
fully worded and most appropriate for meditation during 
one’s stay in the hospital. 

“JT am gradually regaining my former health and 
strength and I am sure the kindness and careful attention 
shown me by everyone associated with the hospital, 
especially the nurses, the Sisters, and also the chaplain, 
has helped to hasten my recovery. 

“Furthermore, in this little book I have a memento 
of my stay in a hospital whose workers labor more in the 
spirit of devotion and service than for material reward, 
and where one is given the best attention and care possible 
by an army of workers who enjoy helping the sick and 
suffering.” 

Another Class A Hospital 

St. Anthony’s Hospital at Michigan City, Ind., has 
been placed in the class “A” rank by the American College 
of Surgeons. This rating, which comes as a distinct honor 
after many years of hard work on the part of the doctors, 
Sisters, and nurses, was enthusiastically acclaimed by all 
connected with the hospital. A business meeting was held 


in connection with the annual banquet. Dr. Russell A. 
Gilmore was elected president; Dr. L. E. Stephenson, vice- 
president; and Dr. Aimee R. Killough, secretary. Twenty- 
one physicians and surgeons were present at the banquet, 
which took place in the main dining room, where a meal 
of extraordinary quality was served by the Sisters in a 
very splendid manner. The table decorations were exceed- 
ingly clever. At each plate was a “tonic bottle” filled 
with punch, and labeled with the name of a medicine to 
correspond with the initials and names of the guests; 
small pill boxes were filled with salted almonds, and labeled 
with prescription instructions; small phials filled with 
miniature candies to represent pills were given as souve- 
nirs, and at each plate were molds of butter, featuring 
miniature lambs, each with candy eyes, and sprigs of 
parsley in their mouths. Tall tapers in varied shades, 
potted plants and an attractive service completed the dec- 
orations. After the banquet the annual report was read, 
which disclosed that the hospital was making a steady 
advancement and prospering. A vote of appreciation was 
extended to the retiring officers of the staff, to the Sisters 
for their splendid work and for the excellent dinner served, 
and to Sister Superior M. Cosma, head of the nursing staff. 


Dominican Prioress General Dies 

Mother M. Augustine Fleck, prioress general of the 
Sisters of St. Dominic, died on Nov. 22. She was born in 
Brooklyn, March 29, 1855, in the parish of The Most Holy 
Trinity. On her fifteenth birthday she entered the Order 
of St. Dominic. During her religious life she served as 
teacher or principal and superior in several schools. In 
1913 she was elected Mother Prioress- General. Mary 
Immaculate Hospital, Jamaica, L. I., N. Y., and St. 
Cecilia’s Maternity Hospital in Brooklyn are in charge of 
Mother Augustine’s community. 


PNEUMONIA ALPHABET 


A—is for aqua 

Which started in time, 
Is good for the fever 
As well as the rhyme. 


B—bronchial breathing 
Through stethoscope heard: 
It means the lung’s solid 
At least in one third. 


C—is for crisis 

When fever drops flat; 
The sooner it’s over 
The better at that. 


D—is for dullness 

Of one or more lobes; 
Before we percuss it 

The patient disrobes. 


E—is for enema 

Which empties the bowel; 
If given too often 

The patient will howl. 


F—is for fever 

May it never be high: 
If it can’t be controlled 
The patient may die. 


G—is for gastritis 

From drugging too much; 
If he vomits all night 
The patient's “in Dutch.” 


1i—hemoglobin 

Which makes the blood red, 
Not blue, as they tell us 
Of persons well bred. 


I—is for icterus; 

When bile flow goes dry 
The skin gets as yellow 
As good lemon pie. 


J—is for jaundice 

Which means the same thing 
And causes tinnitus 

When patient’s ears ring. 


K—kataplasma 

A poultice or paste; 
Use Antiphlogistine 
From shoulder to waist. 


I.—for lung tissue 
With exudate filled; 
In treating this lesion 
The doctor is skilled. 


M—is for morphine 
Which quiets the pain 
And eases the breathing 
But depresses the brain. 


N--is pneumonia 
Phonetically spelled 
Since P in this jingle 
For poultice we've held. 


O—is for oxygen; 
Write O for short: 
When patients turn livid 
To it we resort. 


I’—is for poultice 
Applied to the chest ; 
Relieves the congestion 
And works for the best. 


Q—is for quinine 

The leukocytes’ aid; 

If the patient should taste it 
You may not be paid. 


R—is for rales 

The crepitant kind 

A shower of which 

In pneumonia you'll find. 


S—is for serum 

Which works none too well 
For pneumonia indeed 

Is bacterial hell. 


T—Tympanites 

An abdominal sign; 
To make a good stupe 
Use warm turpentine. 


U—is for urine 

Not a nice word, it’s true: 
When patients don't pass it 
Uremias ensue. 


V--is for vaccine 

Not useful as yet; 

The ones that we have are 
A source of regret. 


W—is whisky 

For which patients pray ; 
A pint is the limit 

In dry U.S. A. 


X—is for X-ray 

Shows which lobe is involved 
A problem which usually 
Without it is solved. 


Y—is for yawning 

When the patient gets tired 
And also the reader 

Of this poem uninspired. 


Z—is for zero 

When motor cars stall 
And your telephone rings 
For another night call. 


—Sent from Mary Immaculate Hospital, Jamaica, L. 1., New York. 





